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FURTHER OBSERVATIONS ON THE Ra AND He 
FACTORS, AND THE BLOOD GROUP FREQUENCIES 
IN PAPUANS. 


By R. T. Smumons, J. J. Graypon and E. F. Woops, 


From the Commonwealth Serum Laboratories, 
Melbourne, 


in collaboration with 
W. A. Hueu SmitH and H. O. LANcasTEr, 
From “A.N.G.A.U.” Medical Service, Port Moresby, 
Papua. 


For years to come it will be Australia’s duty to organize 
and conduct a great deal of research in the islands and 
on the native peoples of the Pacific, particularly those 
islands and races which will be administered by this 
country. Much information has been collected during the 
recent conflict by workers in many branches of science, 
and no doubt many of these data will be published at a 
later date. 

At these laboratories we have endeavoured by a series 
of investigations to build up a picture of the blood-group 
frequencies in the races of the Pacific, and today the 
pattern is becoming clearer, but there are still a number 
of gaps to be filled. In a recent publication (Graydon and 
Simmons, 1945) we reported the blood-group frequencies 
found in 200 Papuans who originated mainly in coastal 
districts over a wide area of Papua. This survey was 
concerned with the blood groups and subgroups, M,N 
types and the Rh factor, but we were unable at the time 
to determine the Rh types. It was found that 77 subjects 
of the Daru-Kikori area gave a value for m (the gene for 
type M) of 0-05, and for n (the gene for type N) of 0-95. 
Corresponding values obtained for 91 subjects from other 


south coast districts were 0-33 for m and 0-67 for n. The 
m frequency for the river-delta area of Daru-Kikori (0-05) 
was exceptionally low, and it was thought that this finding 
should be confirmed, if possible, on a larger series of blood 
samples, and at the same time that information should be 
obtained on the distribution of the Rh blood types and the 
Hr factor. The testing of further blood samples from 
Papuans was made possible by our collaborators. The 
samples were collected in Papua and flown to Melbourne 
as previously described; but on this occasion we dispensed 
with the large ice-packed “Thermos” flasks, and as the 
result of delay in transit a number of samples were dis- 
carded owing to hemolysis. We are grateful to Dr. A. S. 
Wiener, of New York, who generously made available to 
us samples of his Rh type sera, anti-Rh’, anti-Rh” and 
anti-Hr (for this sample we are also indebted to Dr. 
Peter Vogel). Dr. Lucy Bryce, of Melbourne, kindly 
brought the samples of sera to us from the United States 
of America. In a previous paper we acknowledged samples 
of Rh subtype sera sent to us by the Cambridge workers 
(the late Dr. G. L. Taylor and Dr. R. R. Race) especially 
for racial surveys. Workers in the Rh field will know 
that, while potent standard anti-Rh® human serum can be 
found with comparative ease and in sufficient quantities for 
distribution, the other type sera are rare, so that small 
supplies become precious to the individual workers. With 
the Rh antisera at our disposal we have now tested small 
series of white Australians (Simmons, Jakobowicz and 
Kelsall, 1945); Dutch (Graydon, Simmons and Woods, in 
the press); Filipinos (Simmons and Graydon, 1945); 
Papuans (present survey); Indonesians, Australian 
aborigines, Fijians, and Admiralty Islanders (in prepara- 
tion). It will be appreciated that in order to conserve 
sera for the maximum number of surveys possible, we have 
been reluctantly forced to limit most of these surveys to 
approximately 100 random samples. The results obtained, 
however, do give some idea of the Rh blood type dis- 
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tribution in the various races, and an attempt will be made 
to analyse these results from the aspect of gene distribu- 
tion in papers now in preparation. 


Results and Discussion. 

The results presented here deal with a further 255 blood 
samples obtained from Papuans who originated in the 
administrative districts of Daru, Kikori and Kerema, the 
areas in which, in our previous survey (Graydon and 
Simmons, 1945), we found the frequency of m to be so 
exceptionally low. 

The results obtained confirm our previous findings for 
the blood group genes, p, g and r and the M, N type genes 
mand n. The numbers for each district, the blood groups, 
the M, N types and the gene frequencies are shown in 
Table Ia. The figures for 100 blood samples from these 
three districts reported in the previous survey are shown 
in Table Is, together with the combined figures for both 
surveys. 

In the previous survey not one of 77 subjects from Daru 
and Kikori was found to have blood of type M, and in this 
survey a similar finding resulted from the examination of 
a further 151 Papuans. An analysis of the combined 


figures (228) is shown in Table lo, together with the 
results obtained for all districts other than Daru-Kikori 
(227) samples), and the combined figures for all 10 districts 
which represent a total of 455 blood samples tested. 


The statistical tests for the combined figures (455) give 
D/ep = 2-7 for the M,N results, a figure which is identical 
with that found in the first survey on 200 samples. In 
the report of that survey we suggested that the group 
was not genetically homogeneous, and an examination of 
the separate groups revealed evidence supporting this 
theory. Similar evidence is found in the tables presented 
in this paper. For the location of the districts mentioned 
in this paper, the reader is referred to the map of Papua 
which was published in the previous paper dealing with 
the Papuans (Graydon and Simmons, 1945). 


All the 255 samples examined in this survey were found 
to be Rh positive when tested with a potent, standard 
anti-Rh° serum of group AB; thus a total of 455 samples of 
blood from Papuans was found to be Rh positive. 

One hundred random blood samples from the Daru, 
Kikori and Kerema districts were also tested with the 
Rh type sera, anti-Rh’, anti-Rh” and anti-Hr (Vogel and 


TABLE I. 
Blood Group and M,N Frequencies in Papua (Present Survey). = 
Gene 

| Number | Blood Groups. Gene Frequencies. Blood Types. Frequencies. | 
District. Dis, Dis, 

| | | & | AB | r M | MN N m | | 

| 

| 
Daru .. | 92 | «42 24 23 3 0-16 | 0-15 | 0-68 | 0-9 0 9 83 0-05 | 0-95 | 1-6 
«| (58 21 11 16 11 0-21 0-26 0-60 2-4 0 2 57 0-02 0-98 | 0-3 
Kerema | 104 41 | 33 20 10 0-23 0-16 0-61 1-2 2 30 72 0-16 0-84 | 0-6 
Totals .. 255 | 104 68 59 24 0-201 | 0-178 | 0-639 | 1°38 2 41 21 0-088 | 0-912 |<0-1 

, (40°8%)| (26°7%)| (23-1%)| (9°4%) (0-8%) | (16-1%)} (83°1%) 


Previous Pindings for Daru, Kikori and Kerema Districts (Graydon and Simmons, 1945). 


| Gene 
Number Blood Groups. Gene Frequencies. | Blood Types. Frequencies. 
District. of | —| Disy Dis, 
| Tested. | O | As B A.B P e | M MN N m n 
Dara .. 36 |} 17 7 10 2 0-13 0-18 | 0-69 0-2 0 4 32 0-06 0-94 0-7 
41 12 13 ll 5 0-25 0-22 | 0-54 0-3 0 3 38 0-04 0-96 0-5 
Kerema 28 | 12 6 3 2 0-19 0-12 | 0-72 1-2 2 7 14 0-24 0-76 0-7 
Totals . 26 24 9 194 | 0-181 | 0-640| 0-9 2 14 84 0-090 | 0-910 | 1-2 
| (41-0%) (26-0%)| (24-0%)| (9°0%) | (20%) | (14-0%)) (84-0%) 
Totals of Tables 
Ia and Is 355 | (145 94 83 33 0-199 | 0-180, 0-639 | 2-0 4 55 296 0-911 | 0-7 
| (40°8%)| (26-5%)| 23°4%) | (9°3% ) | (1°1%) | (15°5%)) (83°4%) 


TABLE Ic. 
Figures for Daru-Kikori and Other Districts, and Totals for All Districts. 


| 
Gene 
Number | Blood Groups. Gene Frequencies. | Blood Types. Frequencies. 
Teta, | 0 | Ai B AB P q r | M MN | N m | n 
Daruand Kikori | 228 | 92 55 60 21 0-183 | 0-197 0-636 | 1:5 0 18 210 0-039 | 0-961 | 1-2 
only (40-4%)| (24-1%)| (26-3%)| (9-2%) (0) (7-9%) | (92°1%) 
Other districts 227 103 70 37 17 0-215 | 0-127 0-674 1:7 16 71 140 0-227 | 0-773 | 1°5 
(45-4%)| (30°8%)) (7-5%) (7-0%) | (31-3%)| (61-7%) 
Totals all 
districts .. +455 195 125 97 38 0-199 | 0-161, 0655 2-0 16 89 350 0-133 | 0-867 2-7 
(42-9%)| (27°5%)) (21-3%)| (8°4%) (3-5%) | (19°6%)) (76-9%) 
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Wiener). All tests were made by the slide technique as 
described by Simmons et alii (1943) and by Simmons, 
pay ey and Kelsall (1945). The results are presented 
in Table II 


TABLE II. 


(4-0%) | (3-0%) 


Rh” 

| (93-0%) 
| 


| 
| 


samples the thind column ha well due ped under 
the Beating of . However, thelr re reactions might equally well be due to the 
presence of the gene RhY and not to that of Rh?. The Rhy gene gives positive 
reactions with Rh” serum, ons no reactions with anti -Rh° 
and anti-Hr serum. ore gives positive reactions with anti-Rh’, 
anti-Rh’ and anti- Rh’ ser serum anti-Hr serum. 


In this, as in all previous surveys reported, we used 
known control cells of the various groups, subgroups, M,N 
types and Rh types. The Rh type controls had been estab- 
lished by means of both English and American Rh type 
sera, and the results obtained were identical. It should 
be noted that a sample of the English St serum labelled 
(G), obtained from the late Dr. G. L. Taylor, gave results 
identical with those obtained with the anti-Hr serum 
(Vogel and Wiener). This latter anti-Hr serum has been 
used by Dr. Wiener in a number of his recent surveys, 
and we can confirm that it is an exceptionally potent 
serum of this type. In all preliminary tests this serum 
was used at a dilution of 1/20, and at this strength gave 
agglutination reactions almost as good as those obtained 
when used at the dilution of 1/7 recommended to us by 
Dr. Wiener. From Table II it will be seen that of the 100 
Papuan blood samples tested, 93% were of type Rh”, 4% 
were of type Rh”Rh”, and 3% gave reactions which could 
be explained only by assuming the presence of one or 
other of the genes Rh” and Rh” (Race, 1944; Murray, Race 
and Taylor, 1945). The Rh* gene had been found only 
rarely—an incidence of about 0-1% in the English (Race, 
1945)—and the existence of the Rh” gene, though forecast 
by Fisher’s genetic theory, has not yet been proved. Con- 
sequently the finding of three persons in the 100 tested 
possessing one of these genes required careful rechecking. 
Those samples which gave positive reactions with anti-Rh°, 
anti-Rh’ and anti-Rh” sera and no reactions with anti-Hr 
serum were immediately retested with two samples of 
each serum and with anti-Hr serum, undiluted, diluted to 
1/7 and diluted to 1/20. The reactions obtained were found 
to be identical with those of the first test, and we therefore 
could see no technical reason to make us doubt the accuracy 
of the findings. Soon afterwards a report on the Rh types 
of Mexican Indians (Wiener et alii, 1945) came to hand, 
and in this paper Wiener and his collaborators reported 
that the Rh” gene or the Rh” gene was relatively common 
amongst these Indians, its occurrence being approximately 
3-3%, in contrast to its rareness in white people. It is 
interesting that the three subjects in our series whose 
blood gave the reactions of Rh” all came from Daru; the 
other four subjects whose blood was found to be of type 
Rh”’Rh*” came from Daru, Kikori and Kerema. In calculat- 
ing the gene frequencies we have found it necessary to 
assume the presence of the gene Rh” to account for the 
four samples which reacted positively with all four types of 
serum used. The gene frequencies obtained were as follows: 
Rh’, 0-943; Rh°, 0-021; 0-020; Rh’ or Rh’, 0-016; these 
give an excellent statistical fit with the data. 

The total incidence expected on the basis of these gene 
frequencies for all the Rh blood types not observed in our 
tests is less than 0-2%, so that is it not surprising that 
the phenotypes Rh” and Rh° were absent. 

It is also worthy of note that the percentage of the blood 
type Rh” is the highest yet reported for any race. 


Summary. 
1. A further 255 blood samples from Papuans have been 
tested for the blood factors O, Al-A2, B, M,N and Rh; 


this makes a total of 455 now examined. One hundred 
Lee mong samples were tested for the Rh types and the Hr 
‘actor. 

2. In the combined figures totalling 455, 42:9% were of 
group O, 27-5% were of group A,, 21:°3% were of group B, 
and 8-4% were of group A,B. One hundred and sixty-three 
samples of group A and AB were all of subgroup A, and 
A,B. No sample of A, was encountered. 

3. In a total of 228 samples from Daru and Kikori, 7:°9% 
were of type MN and 92-1% were of type N; thus the gene 
frequency for m is 0-039, and for n, 0-961. In a total of 227 
samples from all places other than Daru and Kikori, 7-05% 
were of type M, 31:3% were of type MN, and 61-:7% were 
of type N—a gene frequency for m of 0-227 and for n of 
0-773. In the combined figures for all districts (455), 35% 
were of type M, 19-6% were of type MN, and 769% were 
of type N; the frequency of m was 0-133 and of n, 0-867. 

4. All the 455 samples tested were Rh positive. Of 100 
random samples, 93% were of phenotype Rh”, 4% were of 
phenotype Rh’Rh”, and 3% were of phenotype Rh*. Eight 
samples were Hr positive and 92 were Hr negative. The 
percentage of type Rh” is the highest yet reported for any 
race. 

5. The Rh gene frequencies calculated from these results 
An follows: Rh°”’, 0-943; Rh°, 0-021; Rh”, 0-020; Rh’? 
or Rh’, 0-016. 
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THE TREATMENT OF HOSPITAL BLANKETS WITH 
OIL EMULSIONS AND THE BACTERICIDAL ACTION 
OF “FIXANOL C” (CETYL PYRIDINIUM BROMIDE). 


By M. Rountree, 


From the Fairfax Institute of Pathology, Royal Prince 
Alfred Hospital, Sydney. 


Tue results of a previously reported investigation 
(Rountree and Armytage, 1946) showed that the hospital 
blankets examined carried a heavy load of microorganisms, 
and that blankets should be regarded as a_ possible 
dangerous source of bacteria causing wound infections. 
Earlier workers, recognizing this fact, have introduced the 
idea of oiling the blankets to diminish the dispersion into 
the air of infective particles. The success of this method 
has been shown in the report by Wright et alii (1945) of 
the results obtained in the prevention of cross-infection 
in measles wards. In this investigation, Harwood’s method 
of oiling the blankets was used—that is, the immersion 
of the blankets in an oil-water emulsion stabilized with a 
cationic detergent, “Fixanol C”, the active principle of 
which is cetyl pyridinium bromide. The paper of Harwood 
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et alii (1945) makes no mention of any antiseptic action 
of the detergent. It is known, however, that cationic 
detergents of this type are highly efficient bactericides. 
Cetyl pyridinium chloride, a detergent of almost identical 
chemical structure, was stated by Blubaugh et alii (1940) 
to possess germicidal activity against a number of Gram- 
positive and Gram-negative organisms; but their communi- 
cation gives no details of the concentrations used. Baker 
and his co-workers (1941) showed that cetyl pyridinium 
chloride was both bacteriostatic and bactericidal in its 
action on a number of organisms. Van den Ende, Edward 
and Lush (1941) state that samples of serge impregnated 
with cetyl pyridinium bromide were highly bactericidal, but 
that they abandoned the use of this and other antiseptics 
on the grounds that the textiles so treated were harsh in 
texture and unpleasant in odour. However, no such 
objections were reported by Wright when using “Fixanol”’ 
and oil. 

It was considered that it would be of interest to investi- 
gate more fully the germicidal action of “Fixanol C”, in 
order to determine whether its value in the oiling of 
blankets was due solely to its detergent properties, or 
whether under such conditions it also exerted any 
bactericidal effect. No pure samples of cetyl pyridinium 
bromide were available, so that the results reported in this 
paper concern “Fixanol C” only. 

Bacteriostatic and bactericidal action in vitro, the 
bactericidal action of “Fixanol”-oil-water emulsions sprayed 
onto fluff, and the bactericidal powder of “Fixanol”-oil- 
water emulsions used to impregnate blankets were deter- 
mined. 

Bacteriostatic Action of “Fixanol” in Vitro. 
Method. 

A 1% solution of “Fixanol” was made by rubbing up one 
gramme of the paste in a mortar with 100 millilitres of 
sterile distilled water. A series of dilutions of the 


TABLE I. 
Bacteriostatic Values for “Fizanol” Against Gram-Positive Organisms. 


“Fixanol” solution was made in test-tubes containing 
glucose broth in such a manner that the final volume in 
each tube was five millilitres. These dilutions were 
sterilized in the autoclave and then each series was inocu- 
lated with a twenty-four hour broth culture of the organism 
to be tested, each tube receiving 0-2 millilitre of culture 
and a control tube containing no antiseptic being included. 
In the testing of Corynebacterium diphtherie and Neisseria 
gonorrhee it was necessary tc add 20% of horse serum to 
the dilution tubes in order to obtain growth. This was 
done with aseptic precautions before inoculation of the 
tubes, the amount added being taken into consideration in 
the calculation of the final concentration of the antiseptic 
in each tube. The tubes were incubated at 37° C. for 
twenty-four hours or forty-eight hours, and the highest 
dilution of “Fixanol” which inhibited growth was noted. 


Results. 
Tables I and II give the results obtained with a variety 
of Gram-positive and Gram-negative organisms. 


Ten species of Gram-positive organisms, including a 
number of different strains of hemolytic streptococci, 
pneumococci and staphylococci, were examined. With the 
exceptions of one strain of Bacillus subtilis, one strain of 
Clostridium histolyticum and one strain of Corynebacterium 
diphtheria, the concentration of “Fixanol” inhibiting 
growth was either one in 200,000 or one in 400,000, 28 
strains in all being tested. The culture of Clostridium 
histolyticum used was inhibited by a one in 100,000 dilution 
and the strain of Bacillus subtilis by a one in 10,000 
dilution. The strain of Corynebacterium diphtherie was 
inhibited by a dilution of one in 32,000, but not by a 
dilution of one in 64,000. These results indicate that 
“Fixanol” possesses a high degree of bacteriostatic activity 
against Gram-positive organisms, as was to be anticipated 
from the chemical structure of its active ingredient. 


| 
Concentration of “Fixanol”. 
of Bacteriostatic 
Organism. Strains | Concentration 
Tested. | 1/1,000. 1/10,000, 1/100,000. | 1/200,000. | 1/400,000. | 1/800,000. Control. 
| | 
} | 
pyogenes : | 
Group A .. pe 5 - | - | - - + + 1/400,000 
Group D . 1 - - - - + + + 1/200,000 
Not grouped 1 - - - - + + + 1/200, 
3 - | + + 1/400,000 
ylococcus aureus 
Coagulase-positive 7 ~ - - - + + + 
Coagulase-positive | 2 + + 
- 1 - - + 
1 + + + 
1 - - + 
1 ~ + + 
1 - + + 


TABLE II. 
Bacteriostatic Values of “Fizanol” Against Gram-Negative Organisms. 


Concentrations of “‘Fixanol”’. 


Number of 
Organism. Strains 
1/1,000. 


1/10,000. 


1/100,000. 1/200,000. 


Shigella paradysenteri@ Flexne 


1/ 10,000 
1/100°000 


| | 


] 
i 
| 
Stre 
Stap 
Sar 
Myc 
Clost 
Clost 
Clost St 
He 
7 St 
Pr 
Concentration. 
.. 
os oe | 
Bacterium typhocum 
Bacterium paratyphosum A os 
Bacterium paratyphosum B oe 
Bacterium paratyphosum C .. os 
Proteus morgani we 
Neisseria gonorrhee ee | | | 
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A lower order of activity was shown against the twelve 
species of Gram-negative organisms tested, dilutions 
ranging from one in 1,000 to one in 10,000 being the highest 
concentrations which inhibited growth. There were two 
notable exceptions to this—Shigella paradysenteri@ Flexner, 
two freshly isolated strains of which were inhibited by a 
concentration of one in 100,000, and Neisseria gonorrhee, 
three freshly isolated strains of which were likewise 
inhibited by a concentration of one in 100,000. It will be 
noted also that the two strains of Pseudomonas pyocyanea 
tested grew in a concentration of one in 1,000, which is of 
interest, since this organism is recognized as being highly 
resistant to a wide variety of antiseptics. 

The bacteriostatic action of “Fixanol” is decreased in the 
presence of serum. This is shown in Table III, which 


records the results obtained when the activity was tested 
in glucose broth containing 10% horse serum. 

In view of the inhibiting effect of serum, the bacterio- 
static values obtained with Corynebacterium diphtheria 
and Neisseria gonorrh@e can be regarded as being of a 
considerably lower order than the actual effect of “Fixanol” 
on these organisms. 


Bactericidal Action of “Fixanol” in Vitro. 

Most of the present observations on the bactericidal 
action of “Fixanol” were concerned with hemolytic strepto- 
cocci, since, apart from the clostridia, these organisms are 
considered to be the most dangerous of wound pathogens. 


Method. 

A solution containing the desired amount of “Fixanol”’ 
dissolved in distilled water was distributed into test tubes 
in quantities of five millilitres and sterilized in the 
autoclave. Amounts of 0-2 millilitre of twenty-four hour 
glucose broth cultures (three day cultures in the case of 
Mycobacterium phlei) were pipetted into the antiseptic 


tubes, and at varying intervals portions were removed and 
subcultured, either by the inoculation of 0-1 millilitre into 
20 millilitres of glucose broth, or by the plating of a four 
millimetre loopful onto a quadrant of a blood agar plate. 
The final concentration of “Fixanol” in the broth subculture 
was always well beyond the bacteriostatic value obtained in 
previous experiments. The amount of antiseptic trans- 
ferred to the blood agar plates was insufficient to interfere 
with the development of any viable organisms present in 
the inoculum. This was demonstrated by the inoculation 
of plates with a loopful of the antiseptic in the dilution 
used in the tests and with a loopful of a broth culture, with 
the subsequent development of confluent growth from such 
an inoculum. In each test a control tube containing five 
millilitres of sterile distilled water inoculated with 0-2 
millilitre of culture was included and subcultured at the 
commencement and the end of the test; this served as a 
check of the viability of the organisms. All subcultures 
were incubated at 37° C. for twenty-four hours and the 
results were then read; in the case of Mycobacterium phlei, 
a three-day period was allowed for growth. 


Results. 

The bactericidal activity of a one in 5,000 solution of 
“Fixanol” against various strains of hemolytic strepto- 
cocci, Staphylococcus aureus, Proteus vulgaris and Micro- 
coccus phlei is shown in Table IV. This concentration of 
antiseptic killed the four strains of streptococci and the 
strain of Micrococcus phlei within five minutes. Similar 
results were obtained with one strain of Staphylococcus 
aureus; the other two strains used, being more resistant, 
were not completely killed until twenty minutes had 
elapsed. The strain of Proteus vulgaris was killed more 
quickly than might have been expected from the values 
obtained when it was tested bacteriostatically; by this 
method of testing its growth was inhibited by a concentra- 
tion of one in 8,000, but not by one in 10,000. 


In an attempt to determine the killing time for the four 
strains of hemolytic streptococci, the experiment was 
repeated, transfers being made from the antiseptic tubes 
after one minute and at intervals of half a minute up to 
six minutes. No growth was obtained in any attempted 
subcultures; this showed that at a dilution of one in 5,000 
the bactericidal action was almost instantaneous. 


A further set of observations with these hemolytic 
streptococci was made in a similar manner, but a one in 


TABLE IV. 
Bactericidal Action of One in 5,000 “Fixanol” Solution. 


| 


Growth on Blood Agar after 


—} 


Growth in 
after 


Twenty 
Minutes. 


| 

| 
| 


| 
| 
| 
| 


| 


++" = confluent growth ; “+ 44" = semi-confluent growth ; +" = discrete colonies; “+” = a few colonies (normal growth in glucose 


TABLE V. 
Bactericidal Action of One in 50,000 “Fizanol” Solution against Hemolytic Streptococci. 


Growth on Blood Agar after 


One 
Minute. 


300 

300 

++ 


| 
TABLE III. 
Bacteriostatic Concentration of “Fizanol’’ in Serum Broth. 
10% Serum Control. 
Organism. Broth. No Serum. 
Streptococcus pyogenes .. .. .. | 1 in 10,000 1 in 400,000 
Hemolytic streptococcus, group D .. | 1 in 10,000 1 in 200,000 
| Controls. 
Five Ten | Glucose Blood | Tested. 
Minutes. Minutes. Minutes. | Broth. | Agar. 
Hemolytic streptococcus, group | | 
Staphylococcus aureus oe ee ++++? +++? +* 1 
Staphylococcus aureus oe ee ++++ | +++ +++ 1 
Proteus vulgaris oe os + - 1 
Mycobacterium phlei - | 1 
| | Two Three Four Five Six Seven 
Minutes. Minutes. Minutes. Minutes. Minutes. Minutes. 
9A. (Group A) .. es 31 22 7 3 - - ++4+4+ 
Ga. (Group A) .. oe | 130 44 35 16 - - ++++ i 
Do. (Group as 78 24 3 = ++4+4+ 
8 (Group D) .. | +++4+ +++ +++ 350 24 6 
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50,000 dilution of antiseptic was used. In Table V the 
results obtained are set out, the figures indicating the 
number of colonies developing from each inoculum. It 
will be seen that the three strains of group A streptococci 
were killed at this concentration of “Fixanol” in six 
minutes, whereas the group D streptococcus was more 
resistant, not all organisms being killed at the end of 
seven minutes. Subsequent tests showed that a dilution 
of one in 25,000 killed this strain in nine minutes. 


A concentration of one in 25,000 killed Corynebacterium 
diphtheria in twenty minutes; this indicates that this 
organism is more susceptible to the action of “Fixanol” 
than appears to be the case when the bacteriostatic values 
are tested in serum broth. 


Bactericidal Action of “Fixanol” in Oil-Water Emulsions. 

Oil-water emulsions containing 70 parts of distilled water, 
30 parts of spindle oil and one or two parts of “Fixanol” 
were made by rubbing the three components together in a 
mortar and then shaking the mixture in a shaking machine 
for half an hour. In this way, a stable and reasonably fine 
emulsion can be obtained and, if this is then sprayed with 
an atomizer, fine dispersion of the oil droplets occurs. 


The bactericidal effect of these emulsions when sprayed 
onto hemolytic streptococci dried on sterile fluff was 
determined. Some tests were also made by spraying the 
emulsion onto fluff and afterwards adding the strepto- 
cocci suspended in broth. These tests were performed in 
cardboard boxes containing a thin layer of fluff prepared 
by teasing out wood wool packing, the box and its contents 
being then sterilized in the autoclave. The streptococci 
were grown in glucose broth for twenty-four hours at 
37° C. and the cultures were diluted one in 20 with glucose 
broth for spraying onto the fluff. Sterile “De Vilbiss” 
atomizers were used to spray the cultures, and either 
atomizers or insecticide sprays for the antiseptic emulsions. 
The emulsions were sprayed in sufficient quantity to 
produce a thin dewy film on the surface of the fluff. In 
order to show that the presence of oil had no inhibiting 
effect on the bactericidal action of “Fixanol”, a number of 
tests included spraying of the fluff with a 1% solution of 
“Fixanol” made up in distilled water. Control boxes con- 
taining no antiseptic were included in the tests. Small 
portions of the fluff were removed with sterile forceps at 
various intervals after the addition of the antiseptic to 
the cultures, and subcultures were prepared by rubbing 
the material over the surface of blood agar plates or by 
placing them in broth. In the tests in which the strepto- 
cocci were dried onto the fluff, samples taken before the 
addition of the emulsions always gave confluent growth on 
blood agar plates. 

A number of tests was made. The results obtained by 
the preparation of subcultures on agar plates in a typical 
test are shown in Table VI. In this test, group A strepto- 
cocci were sprayed onto the fluff in three boxes, dried at 


TABLE VI 
“Fixanol” Spray 
Time. 
1% Aqueous.; 1% Oily. 2% Oily. 
Before spraying .. ++++ 
Five mini spraying .. colony 
30 minutes after s os 0 1 colony 0 


“+ = confluent growth. 


37° C. and then sprayed with (a) a 1% solution of 
“Fixanol” in distilled water, (b) an oil-water emulsion 
made with 1% of “Fixanol”, and (c) an oil-water emulsion 
made with 2% of “Fixanol”. 

These results show that the “Fixanol” sprays used kill 
almost instantaneously group A streptococci dried onto 
fluff. Occasionally, in such tests, a few colonies will 


develop, probably owing to the fact that some organisms 
are so distributed on the fluff that they escape the action 
of the antiseptic. There is no evidence of any protective 
action by the oil in the oil-water emulsions. 

Similar results are obtained if the emulsion is sprayed 
on the fluff before the addition of the streptococci in the 
wet state in diluted broth cultures. Such “Fixanol”- 
treated fluff, particularly if oil is also present, retains its 
bactericidal power for long periods of time. This is shown 
in Table VII, which gives the results obtained when fluff 


TABLE VII. 
Bactericidal Action on Streptococci of Treated with “Fizanol” Fifty-three 
Dave Previously. 


| 


Agueow 2% Oily 
3 hours | 13 colonies. | 0 ++4+4+ 


= confluent growth. 


treated with antiseptic fifty-three days previously and 
stored in the boxes at room temperature was sprayed with 
group A streptococci. 

Similar tests were made with the group D streptococcus, 
and it was found that it took slightly longer to kill this 
organism under these conditions; this confirmed the 
results of the in-vitro tests. 

One test made with Mycobacterium phlei dried on fluff 
showed that, under these conditions, the oil-water- 
“Fixanol” spray exerted a bactericidal effect on this 
organism, although it was not so effective as against the 
streptococci; a few colonies grew in subcultures made three 
days after the addition of the antiseptic. 

To sum up, these tests established the fact that “Fixanol”, 
when used to stabilize oil-water emusions, retains the 
bactericidal action it has been shown to exert in vitro. 


Bactericidal Action of “Fixanol” Impregnating Blankets. 

Once the fact had been established that “Fixanol” 
in oil-water emulsions added to fluff was effectively 
bactericidal, it became of interest to determine whether 
a similar action was exerted when the detergent was used 
to oil blankets by Harwood’s method. 

In calculating the theoretical amount of “Fixanol” 
remaining in the blanket after the oiling and drying 
process, two factors have to be taken into consideration. 
The first is the concentration of “Fixanol’” in the oiling 
emulsion and the second is the amount of water remaining 
_in the blanket after it has been immersed in the emulsion 
and then wrung out. This water is finally removed during 
the drying of the blanket, but as the “Fixanol” is non- 
volatile, it should remain, having impregnated the blanket 
along with the oil. Observations were made in the labora- 
tory of the amount of water retained by pieces of blanket 
which were weighed, submitted to the oiling process, 
wrung out by hand and then weighed again. Under these 
conditions, the blanket absorbed approximately twice its 
weight in water. 

The following serves as an example of the calculation of 
the final amount of “Fixanol” in a piece of blanket. An 
oil-water emulsion containing 20% of oil and 2% of 
“Fixanol” is used; this emulsion is diluted 50 times with 
water for the actual oiling of the blanket, so that there is 
a concentration of one in 2,500 of “Fixanol” in the solution 
in which the blanket is placed. If a unit weight of blanket 
absorbs twice its weight of this diluted emulsion, the 
final concentration of “Fixanol” in the dried blanket should 
be one in 1,250. It will be noted that this calculated figure 
does not allow for the gain in weight due to the absorbed 
oil (actually 5%), and that the assumption is made that 
in the emulsion the water-soluble “Fixanol” is equally 
distributed between the oil and the water and not absorbed 
onto the oil. 


Buco | 
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Pieces of sterile blanket were oiled in this way, various 
amounts of emulsion being used and the concentration of 
“Fixanol” in each finished piece being calculated. These 
were then tested for their bactericidal power by being 
sprayed with diluted broth cultures of group A streptococci. 
Samples half a square inch in size were removed with 
sterile scissors and forceps at various intervals after the 
spraying and rubbed onto the surface of blood agar plates 
or dropped into glucose broth. Owing to the nature of the 
material, it was not possible to perform accurate counts of 
the number of organisms present on the blankets. Counts 
were made from time to time of the number of organisms 
added in the broth cultures, and it was calculated that 
approximately 3,500,000 organisms were sprayed onto each 
square inch of blanket on each occasion; this represents a 
considerable load of bacteria. The method adopted for 
assessing the effectiveness of the detergent does not there- 
fore give actual numbers of microorganisms killed or 
surviving, but only a general picture of what occurs. The 
results obtained show that insufficient “Fixanol” is trans- 
ferred from the blanket to the agar plates for any bacterio- 
static action to occur on the plates during the incubation 
period. As a check of the number of viable organisms 
added to the blankets, untreated sterile blankets were 
included in each test. 

Table VIII gives the results of a typical test, group A 
streptococci being sprayed onto untreated blankets and 
onto oiled blankets containing respectively one part in 800 
and one part in 1,750 of “Fixanol”. The figures show the 
number of colonies developing on blood agar after twenty- 
four hours’ incubation at 37° C. 

It is apparent that the blanket containing a one in 800 
concentration of “Fixanol” has pronounced bactericidal 
properties; practically all the streptococci added to it 
are destroyed within a few hours, and an appreciable 
reduction in their numbers takes place within one hour. 
That this effect is not due to the mechanical action of the 
oil in hindering the recovery of the organisms from the 
material is shown by the fact that the blanket containing 
a one in 1,750 concentration of antiseptic, but approxi- 
mately the same amount of oil, is much less effective in 
its killing action. Other tests have shown that the blanket 
containing a concentration of one in 1,000 of “Fixanol” 
is not so effective as the blanket containing a one in 800 
concentration. 

The blankets referred to in Table VIII were observed 
over a period of thirteen weeks, being sprayed at intervals 
with streptococci and sampled in the usual way. The 
results showed that by the end of this period there was 


TABLE VIII. 


Solution § Solution 
(1 in 800). (1 in 1,750). 


++4++4+ 
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+ 
+ 
+ 
+ 
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+ 
+ 
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lonies. 
lonies. 
lonies. 
lony. 


” = confluent 
+ ++ growth 
some slight diminution in the bactericidal action, but that 
even then the detergent produced at least a 90% reduction 
in the number of viable organisms recoverable from the 
blanket containing the one in 800 concentration. It was of 
interest also to note that a large proportion of the strepto- 
cocci added to the untreated blankets and stored in the 
interim in the dark at room temperature were alive at the 
end of periods of at least six weeks. 

It can be concluded, therefore, from these tests on the 
blankets and from the results obtained in the in-vitro 
bacteriostatic and bactericidal tests, that blankets impreg- 


' nated with an emulsion containing one part of “Fixanol” 
| in 800 should effectively destroy pathogenic organisms such 
| a8 hemolytic streptococci, staphylococci and clostridia in 
such numbers as may be added to them from discharges or 
by the coughing or sneezing of the patients whom they 
cover. 
Practical Application of the Results. 

In discussing the practical aspects of the oiling process 
with “Fixanol”, it is necessary to consider whether the 
system of laundering in a hospital and the method adopted 
for the oiling of blankets will ensure that sufficient 
“Fixanol” is deposited in the blankets to impart a bacter- 
icidal action. The results given in the preceding section 
were obtained with blankets oiled in the laboratory. Sub- 
sequent investigation showed that blankets washed in this 
hospital’s laundry are hydroextracted after the final 
rinsing. In this hydroextraction, which is followed by a 
final drying in a hot-air drier, much more water is removed 
than is removed by the hand-wringing used in the labora- 
tory. In a load of 33 blankets weighed before being 
washed and after hydroextraction, there was a gain of only 
70% in weight as compared with the 200% gain found in 
the laboratory tests. 

If such a laundering process is used, then it will be 
necessary to add a higher concentration of “Fixanol” to 
the oiling emulsion than is recommended by Harwood 
et alii. With the hydroextractor used in our laundry, a 
one in 560 concentration of “Fixanol” in the oiling rinse 
would be necessary to obtain a final concentration in the 
blanket of one in 800, and the oil-water emulsion before 
dilution should contain 85% of “Fixanol”’. This process 
involves considerable wastage of “Fixanol”, which is 
washed away in the effluent from the hydroextractor. 
This difficulty might be overcome by reducing the efficiency 
of the hydroextractor and removing most of the water in 
the final drying process. However, as most hospital 
laundries must have as rapid a turnover as possible, this 
reduction in efficiency of hydroextraction does not seem 
practicable. In addition a longer stay in the hot-air drier 
would be necessary with consequent added wear and tear 
on the blankets. 

It would be necessary in each laundry to check, by 
weighing, the amount of water absorbed during the washing 
of the blankets before arriving at the exact amount of 
“Fixanol” to be added with the oiling emulsion. 


Discussion. 

Results obtained by Baker, Harrison and Miller (1941) 
in their study on the effect of synthetic detergents on the 
respiration of Gram-positive and Gram-negative organisms 
include some figures for cetyl pyridinium chloride. They 
reported that a one in 30,000 concentration of this deter- 
gent’ inhibited almost completely the metabolism of 
Staphylococcus aureus, Staphylococcus albus, Sarcina 
lutea, Micrococcus tetragenes, Lactobacillus species, 
Salmonella paratyphi, Aerobacter aerogenes, Escherichia 
coli and Shigella paradysenterie, that it had a partial effect 
on Proteus vulgaris and little effect on Pseudomonas pyo- 
cyanea. Although these workers do not report any experi- 
ments on the bactericidal action of cetyl pyridinium 
chloride, their general conclusions derived from a study of 
other cationic detergents and the correlation of the 
germicidal properties of these substances with their effect 
on bacterial metabolism indicate that cetyl pyridinium 
chloride can be considered an efficient bactericide as well 
as an inhibitor of metabolism. The results which we have 
obtained with cetyl pyridinium bromide indicate that it 
possesses a similar order of bactericidal action on types of 
organisms similar to those used by Baker et alii. In 
addition, a number of other organisms, sporing aerobic 
and anaerobic bacilli, Neisseria and Corynebacteria, were 
included on our bacteriostatic tests, and the detergent 
proved equally effective against them. 

From a practical point of view, the use of “Fixanol” to 
impregnate oiled blankets at a concentration of one in 
800 should prove to be a valuable weapon in the control 
of cross-infection in hospital wards, in the nursing of both 
surgical patients and patients with infectious diseases. 
Blankets treated in this manner have only a slightly oily 
_ texture and no perceptible odour. 


Effect of “‘Fizanol”-Treated Blankets on Streptococci. 
Treatment of Blanket. 
Ti ft Addi 
Streptococci. | “Fixanol” 
| Treatment. 
2 ++m | +4+4++ 
++ 
++ 
++ 
++ | ++4+ 
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It is probable that the blankets used in Wright’s investi- 
gation exerted some bactericidal effect. It is not possible, 
however, owing to the lack of data in Harwood’s paper on 
the amount of water absorbed by the blankets, to calculate 
the actual amount of “Fixanol” present in the blankets used 
in Wright’s trial. From our experiences with hydro- 
extractors, it is probable that the concentration would be 
in the region of one in 1,600, a concentration which our 
results show to be only partially bactericidal. 

In view of the hypersensitivity of certain subjects to 
bromide drugs, the question whether such blankets could 
give rise to reactions in some people should be borne in 
mind. Patch tests, with pieces of lint impregnated with a 
1% aqueous solution of “Fixanol”, were carried out on 
17 people, some of whom had a history of other allergic 
manifestations; negative results were obtained, no reac- 
tions occurring during twenty-four hours’ contact with the 
detergent. Admittedly this is a small series of tests, and 
it is possible that an occasional individual may prove 
sensitive to the bromide in the detergent. 

It is realized that cross-infection in hospital wards 
depends on many factors, and it is not suggested that an 
oil plus antiseptic treatment of blankets will eliminate it. 
However, it is considered that such treatment should 
substantially reduce the load of bacteria added to the 
air during bed-making and should also reduce the chances 
that wound infection would be transmitted from infected 
blankets to the patients occupying such beds. 


Summary. 

1. “Fixanol C”, the active principle of which is cetyl 
pyridinium bromide, is an active bactericide against a 
large number of Gram-positive and Gram-negative 
organisms. 

2. “Fixanol C”, when incorporated in an oil-water 
emulsion and sprayed onto hemolytic streptococci dried 
on sterile fluff, rapidly kills these bacteria. 

3. “Fixanol C”, when impregnated into blankets in a 
concentration of one in 800 during an oiling process, 
imparts an efficient bactericidal action to blankets so 
treated. 

4. Blankets treated with “Fixanol” and oil retain their 
bactericidal power for periods of at least three months. 

5. The practical application of these results in the 
treatment of hospital blankets is discussed. 
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NOTES ON FIELD’S STAIN. 


By P. M. pe Buren, 
Major, Australian Army Medical Corps. 


Tue staining method described by Field (1941) gives 
good results if used properly. These notes deal with some 
of the factors involved in the success or failure of the 
stain to produce good staining of the malaria parasite—red 


chromatin dot and blue cytoplasm. No improvement on 
Field’s stain at its best has yet been found, but staining 
may vary in different parts of the film, and failures to 
obtain good staining are not uncommon. 


Preparation of the Stain. 
Solution I. 

The original formula calls for azure I, which contains 
azure A and azure B. This is relatively expensive and hard 
to obtain at present. An alternative method of preparing 
the stain from methylene blue by the alkaline oxidation 
method of polychroming was given in Field’s original 
description. In practice this produces somewhat variable 
results. Holmes and French (1926) describe the products 
of alkaline oxidation of methylene blue as a heterogenous 
mixture containing hydrolized products and azures, so that 
the mixture is likely to undergo further oxidation and lose 
some of the staining properties. These authors state that 
the products of acid oxidation of methylene blue consist 
mainly of azures A, B and C, and these have greater 
stability and staining power than azures produced by 
alkaline polychroming. An acid oxidation method of pre- 
paring Field’s stain is described by Jaswant Singh and 
Bhattacharji (1944) (referred to as the “J.S.B.” stain), but 
their method involves three hours’ boiling and dissolving 
of a precipitate, which may be difficult. A modification of 
MacNeal’s (1925) acid oxidation method used by Lillie 
(1943) in preparing Giemsa stain was tried and found to 
work very well for the preparation of Field's first solution. 


The method is as follows: 

Dissolve 2-0 grammes of methylene blue in 50 millilitres 
of N sulphuric acid. Add 50 millilitres of distilled water, 
bring to the boil. Add 3-0 millilitres of a 10% solution of 
potassium dichromate in water. Boil for 20 minutes. Cool to 
10° C. or less. Add 43 grammes of sodium bicarbonate 
slowly, constantly stirring. Dissolve 12-5 grammes of 
potassium dihydrogen phosphate and 12°54 grammes of di- 
sodium hydrogen phosphate (2H,O)' dissolved in 900 milli- 
litres of distilled water, add to the methylene blue solution 
and make the volume up to one litre. 

The stain is then ready to use. It consists of a mixture 
of azure B and methylene blue. Wide variation in the 
percentage of azure B makes little difference to the staining 
quality. 

Solution ITI. 

Field’s second solution is a simple solution of 0-2% 
eosin (water-soluble) in isotonic phosphate buffer solution 
(12-5 grammes of potassium dihydrogen phosphate, 12-54 
grammes of Na,HPO,.2H.0 per litre). Eosin Y seems as 
good as or better than other shades such as eosin B. The 
use of erythrosin is recommended by Wolman (1943). The 
one brand tried has given results similar to those obtained 
by the use of eosin Y, with possibly less decolorization of 
blue staining in the thin parts of the film—an unpleasant 
side-effect of eosin. Erythrosin and eosin appear to be 
interchangeable, preference being for the former. The 
samples of phloxine tried produced markedly inferior 
results. 

The Mode of Action of the Stain. 

1. Solution I stains the chromatin and cytoplasm blue. 
Solutions of methylene blue, azures A or B, thionin and 
methylene violet (prepared by the method used by Lillie, 
1944) used singly or in combination fail to stain the 
chromatin red. 

2. Eosin does not stain the parasites, but only the 
eosinophile granules of leucocytes. 

3. Eosin acts partly or wholly as a mordant (Langeron, 
1913). After the material has been stained in a satis- 
factory Solution I, a reddish chromatin dot may be pro- 
duced by dipping the film in resorcinol (05%) dissolved 
in Field’s isotonic phosphate buffer solution, or better, in 
a solution of iodo resorcinol prepared by decolorizing 
Gram’s iodine by the above-mentioned resorcinol solution. 
Both these solutions are colourless, and resorcinol is 
related to eosin chemically. (Resorcin added to phthalic 
anhydride gives fluorescein. Eosin is tetrabrom fluorescein, 


1 Exposure of anhydrous Na,HPO, or PO, ‘’oes to the 
air for a ow weeks changes it to 
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erythrosin iodo fluorescein.) Since eosin does not stain 
the chromatin dot, and since colourless chemically related 
compounds can act as mordants after Solution I to pro- 
duce reddish chromatin, it is presumed that the eosin acts 
as a mordant after Solution I; but it is more efficient than 
the resorcino) solutions. 

4. Methylene blue alone followed by eosin produces little 
or no red colour in the chromatin. The addition of azure A 
or B or methylene violet is necessary for good staining. 

Many commercial samples of methylene blue contain 
small quantities of azures, so a reddish tinge is sometimes 
produced by staining with methylene blue followed by 
eosin. The addition of azure A or B produces a good red 
colour in the chromatin. There is no great difference 
between the degree of redness of the chromatin when a 
solution composed largely of azure A or of azure B is 
used followed by eosin, but the cytoplasm is more blue 
when azure B is used. The addition of methylene violet 
(2%) to an azure B and methylene blue mixture produces 
a slight increase in brilliancy of the staining chromatin. 

5. The presence of too thick a layer of hemoglobin masks 
the red staining of the chromatin. 

If a thick blood film of varying thickness is stained in 
the usual way, the chromatin dot appears blye to black 
in the thicker parts of the film. If such a film is allowed 
to stand in water until most of the hemoglobin has been 
removed, the chromatin in areas in which it formerly 
appeared blue-black now appears red, simply by the 
removal of hemoglobin. 

The hemoglobin appears to act as a colour filter; addition 
of hemoglobin to the eosin solution does not impair its 
action, and after the staining a final wash in weak hemo- 
globin solution does not obscure the red staining of 
chromatin and actually improves the appearance of the 
background. A thin layer of hemoglobin produces the 
smooth background typical of a good Field stain, but too 
thick a layer masks the red chromatin staining. 


Variations in the Methods of Use. 

Field’s method of staining is as follows. Allow one 
second in Solution I, wash till the stain ceases to flow off 
the slide (usually in three or four seconds). Allow one 
second in Solution II, wash for two or three seconds and 
allow to dry in a nearly vertical position. No great amount 
of hemoglobin is removed during the staining, but during 
the drying the hemoglobin runs down the slide. This layer 
of hemoglobin forms a uniform background on which well- 
stained parasites stand out beautifully. When this layer 
of hemoglobin becomes too thick, the chromatin appears 
blue-black. The success or failure of the stain depends 
mainly on the thickness of the film. The recommended 
thickness is that through which the hands of a watch can 
just be seen when the film is wet. When one is dealing 
with large numbers of films taken in hospital wards, great 
variations in thickness are encountered; they mostly err 
on the side of being too thick, and for these more complete 
removal of hemoglobin is necessary. 

Films which are fully freed from hemoglobin, whether 
stained by Giemsa’s or by a variation of Field’s method, 
have features in common owing to the immersion of an 
unfixed blood film in water or dilute stain. These features 
are as follows: a pale background with inconspicuous 
reticulocytes and little or no staining of fibrin strands, 
some disintegration of leucocytes, and moderate distortion 
of parasites. Preliminary removal of hemoglobin may be 
done in a variety of fluids, none of which have any real 
advantage over distilled water. Those tried include iso- 
tonic saline or phosphate buffer solution, a 5% formalin 
solution with or without weak acetic acid, and 10% urea 
solution. An example of this method is as follows: wash 
in distilled water till the film is colourless, leave for 
fifteen to twenty seconds in Solution I, wash, place for 
one second in Solution II, wash. This method can give 
results as good as a good Giemsa stain, but it is slow. 
Another group of methods involves prolonged staining in 
diluted Solution I. For example, the method used by Land 
Headquarters Medical Research Unit is as follows: leave 
for forty seconds in Solution I (diluted 1:3), wash, place 
for one second in Solution II, wash. 


This method gives_ 


good results, but is somewhat time-consuming for routine 
use. Another variation in this group is as follows: allow 
three seconds in Solution II, wash, place in Solution I 
(diluted 1:10) for forty-five to sixty seconds. 


The eosin in Solution II decolorizes the blue stain in 
the thinner parts of the film; a short restaining in Solution 
I overcomes this. This sequence—Solution I, Solution II, 
Solution I—is used in the “J.S.B.” stain. A modification 
of this method is suggested for diagnosis; it partially 
removes the hemoglobin without seriously altering or pro- 
longing the original method. This method is as follows: 
allow two seconds in Solution I, wash, place for three 
seconds in Solution II, wash, leave in Solution I (diluted 
1:25) for twenty seconds. During the twenty seconds two 
more films are stained and placed in the dilute Solution I; 
the film which has been in for twenty seconds is removed 
to the drying rack after the third film is put in. The 
staining time is only twenty seconds longer than the 
standard Field method for any number of films, the cyto- 
plasm of the parasite is well stained at the edge of the 
film, and the range of thickness over which a red to purple 
chromatin dot is obtained is increased. The time in the 
diluted Solution I is not critical, and thicker films benefit 
from a longer time. 

Summary. 


1. A satisfactory rapid method of preparing Field’s stain 
from methylene blue is described. 

2. Some factors involved in the success or failure of the 
staining are discussed. 

3. A modification is suggested which involves little 
increase in staining time, and extends the range of thick- 
ness of the films over which good staining may be obtained. 
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SPINAL ANASSTHESIA AND CHLOROFORM: A 
COMPARISON OF MORTALITY. 


By C. E. Corerre, 
Sydney. 


Asout two years ago I had occasion to consult an article 
in a surgical journal on a certain technique of spinal 
anesthesia put forward by two joint authors.” In their 
article they gave some statistics purporting to show the 
high mortality of spinal anwsthesia as carried out before 
the coming of the method that they described. The 
statistics were surprising, and enough to arouse interest, 
and I went to some trouble about verifying the authorities. 
I found the quotations inaccurate and unreliable, but as I 
was still interested, it occurred to me to find out, as well 
as I could, the recorded over-all mortality of spinal anzs- 
thesia, and to see how it compared with that of chloroform 
anesthesia. I have done this, and have been surprised, as 
many others will be, and I do not think the results should 
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remain buried in one man’s private note-books. They offer 
food for thought, and matter for much consideration. As 
far as I know, the material consists of historically recorded 
objective facts. Besides the wide over-all results, there 
can be many special records of individual experiences, some 
better, some worse. But records of individual experiences, 
taken by themselves, may mislead, a remark that will be 
repeated. 
Chloroform Anzsthesia. 

Chloroform was at one time, and for a‘very long time, 
in almost universal use in British countries. After much 
struggle and controversy, it gave way gradually to ether, 
and it is now taught that it is too dangerous for common 
use. It is handled with some fear and trembling, or at 
least with extreme caution. Men who teach and have been 
taught to look at chloroform in this way are to be found 
using spinal anesthesia very freely, and they must teach 
accordingly. 

In a communication entitled “Deaths under Anesthetics”, 
published in 1897, H. Bellamy Gardner,” a well-known 
anesthetist at the time, makes the following statement: 
“From the most carefully collected statistics we know that 
the mortality from chloroform in England and the Con- 
tinent is very nearly 1 in 2,300 administrations. ...” This 
is 43 in 10,000. 

In a long paper presented at the discussion on anezs- 
thetics at the sixty-seventh annual meeting of the 
British Medical Association at Montreal, Professor 
A. D. Waller, Fellow of the Royal Society,” expressed the 
opinion that chloroform was about seven times as powerful 
as ether. He brought forward two series of statistics con- 
cerning deaths under chloroform anesthesia. The first 
analysed records of Saint Bartholemew’s Hospital, London, 
from 1878 to 1887, which totalled 12,368 administrations 
with 10 deaths, which is 1 in 1,236, or 8-1 in 10,000. The 
statistics of the same hospital for the years 1884 to 1895 
recorded 22,219 administrations with 14 deaths, a rate of 
1 in 1,587, or 6-3 in 10,000. 

In The Lancet of January 26, 1901,“ appears an abstract 
of the report of the Anesthetics Committee of the British 
Medical Association, a volume of 134 pages. It appeared 
that the frequency with which patients in good condition 
were in danger was, with chloroform, once in 135 adminis- 
trations, with ether, once in every 654, with nitrous oxide 
and ether, once in every 834. There were 13,393 adminis- 
trations of chloroform, with 18 deaths. This is 1 in 744, 
or 13-4 in 10,000. 

If the second set of figures from Waller’s statistics are 
added to those of the Anesthetics Committee, we get a 
total of 35,612 administrations with 32 deaths. This is 
1 death in 1,112 administrations, or 8-9 in 10,000. 


Spinal Anzsthesia. 

We find in 1932 a survey by F. Bortone® of anesthetics 
administered in the hospitals of the State of New Jersey 
on the statistics of 1930. This analyses the results of a 
questionnaire by the American Society of Regional Anes- 
thesia. We pass over the 39,081 cases of general anesthesia 
with 24 deaths, and find on the record 4,360 cases of spinal 
anesthesia with 14 deaths. This is 1 in 311, or 32-1 in 
10,000, more than three and a half times the death rate 
in the 35,612 administrations just considered, and more 
than two and a half times that of the worst set of chloro- 
form figures, which were those recorded in the Anes- 
thetics Committee’s Report. 

Myra E. Babcock,” of Detroit, Michigan, reports in 
1932 the results of a questionnaire seeking information 
about death rates under spinal anesthesia. Out of 124 
hospitals of over 200 beds which received the question- 
naire, there were many which gave no satisfactory informa- 
tion. But there were 18 which reported total administra- 
tions and total fatalities. These reported 15,652 cases of 
spinal anesthesia with 40 deaths on the operating table. 
That works out at one death on the operating table to 
every 391 administrations, or 25-5 in every 10,000, which 
is not very far from twice the death rate for chloroform 
in the report of the British Medical Association’s Com- 
mittee, the highest of the chloroform death rates, and it 
is not far from three times the figure obtained by com- 


bining the second set of Waller’s figures with those of the 
committee. 

If we add Bortone’s 4,360 New Jersey cases, with 14 
deaths, to Babcock’s 15,652, with 40 deaths, we get a 
grand total of 20,012 cases of spinal anzsthesia with 54 
deaths, which is 1 in 370, or 26-9 in 10,000. This is just 
three times the death rate, 18-9 per 10,000, calculated from 
the grand total of 35,612 cases of chloroform anesthesia 
collected by the Angsthetics Committee and by Professor 
Waller, and already discussed. It is just twice the death 
rate of the worst set of chloroform figures, which are 
those of the Committee. 

Babcock adds her own personal experience of 437 cases 
of spinal anesthesia, with six deaths on the operating 
table. This is 1 in 75, or 137-3 in 10,000, a mortality more 
than ten times as high as the highest of the chloroform 
figures. It is appalling, but Babcock’s honest and 
courageous report deserves our sincere respect. And surely 
it cannot fairly be said of her cases that the mortality was 
due to want of knowledge or want of ordinary skill. 


Reliability of Figures. 

The soundness of a statistical survey must depend on 
the soundness of the records. If any deaths in a series 
fail to be recorded, the figures obtained are tainted and 
unreliable. If more deaths are recorded than really 
happened, the figures are again unreliable. The former 
fault is probably much more likely to occur than the latter, 
at least with the average man. 

Again, the reliability of the figures must also depend 
on the representative fullness of the data. Results will 
be approximations depending on this fullness, though it is 
obviously impossible to get a complete census of all the 
cases in which spinal anesthesia has been administered. 
But, of course, these reservations and qualifications apply 
as much to chloroform anesthesia as they do to spinal 
anesthesia. We must be cautious. We must not pick out 
individual experiences, even our own, and use them as 
representative of all. To do this would be to commit the 
logical fallacy of arguing from the particular to the 
general. 

Degree of Stability. 

We have seen that in the 20,012 cases of spinal anes- 
thesia the death rate was 26-9 in 10,000. If the rate con- 
tinued without variation, and if 20,012 is reckoned as 
practically 20,000, there would be 80-9 deaths in 30,000 
and 83-5 deaths in 31,000. (We have to speak of deaths 
in fractions when working things out in this way.) 

We can test the stability of the figures obtained from 
the 20,012 cases by carrying out an experiment. I have 
said that we must not pick out individual experiences and 
use them as representative of all experiences. They would 
deflect or give a bias to the result. But in the experiment 
we will do just this. 

As against Babcock’s personal record, there have been 
more favourable reports from other personal lists. The 
largest, or one of the largest, of these appears to be that 
of A. A. Morrison, of Alexandria, Egypt.’ He reported in 
1921 a series of 11,000 cases within a period of ten years, 
in all of which the injections (“Stovaine”) were given by 
himself and operation was performed by himself. If he 
made the working year one of 50 weeks, the figures mean 
an average of 22 cases a week for the whole of those ten 
years. He used spinal anesthesia for all operations except 
those on head and neck. He included all abdominal and 
thoracic operations up to the clavicle, even including one 
for necrosis of the clavicle, and his patients included young 
children. He does not give detailed statistics. He men- 
tions uncontrollable headache, but if there were any deaths, 
he does not mention them. In cases of collapse he recom- 
mended brandy, and artificial respiration in serious cases. 
If no patients died, these measures must have succeeded. 
However, just now it need not matter whether any died. 
We will assume that there were no deaths in the whole 
11,000 cases, and, assuming this, let us add the Egyptian 
11,000 to the American 20,012, bringing the total up to 
31,012, with 54 deaths, which is 1 in 574, or 17-4 per 10,000. 
This is still just about twice the death rate in the 35,612 
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chloroform administrations, which was 8-9 per 10,000. It 
also considerably exceeds the 13-4 deaths per 10,000 of 
the British Medical Association Anesthetics Committee. 

Let us ease up the strain which 11,000 cases in ten 
years must have meant for one man, and distribute them 
amongst eleven men of more pedestrian activity. This 
will give them 1,000 each, or 100 per year of 50 weeks, or 
two a week, without a death in the whole ten years. We 
could make the number more or fewer than eleven men if 
we wished. The 54 deaths would occur amongst the 20,012 
patients operated on by others, many or few. 

At the end of the period, there would be a number of 
men who could get up at a medical meeting and tell about 
their success. Or perhaps they would write about it. 
They are likely to feel pretty sure about their skill, and 
rightly so. They may also feel that it will not happen to 
them to have deaths, such as others have had. They 
may be inclined to say that it is not spinal anesthesia 
that causes the deaths, but its practitioners. They are 
certain to be at least partly right, for some men will be 
dangerously unskilful at this, as they are at other things. 
But it would appear from Babcock’s experience that skill 
is not everything. Those who have had deaths will have 
to listen to their more fortunate, or more skilful, col- 
leagues, but they will seldom be so bold as to write about 
their experiences, as Babcock did. 


Comment. 

The whole truth comes out only when a wide, over-all 
survey of all cases or of a good large representative sample 
is made, as was done in the case of chloroform by the 
British Medical Association Anesthetics Committee and by 
Professor Waller, and as was done in the case of spinal 
anesthesia by Bortone and by Babcock. Then it comes out 
that after all, if the statistics are soundly based, the 


chloroform anesthesia of fifty years ago was at the least 
twice as safe as the spinal anesthesia of today, and it was 
probably, on the average, three times as safe. 


I shall say no more except to repeat what was said at 
the beginning, that the information obtained offers food 
for thought and matter for much consideration. 


Summary. 

A statistical research concerning the mortality incident 
to 35,612 cases of chloroform anesthesia, and 20,012 cases 
of spinal anesthesia, reveals that the over-all mortality 
rate for spinal anesthesia, as at present known, is three 
times as great as that of the chloroform anesthesia of 
fifty years ago. 
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THE BLEEDING TENDENCY IN OBSTRUCTIVE 
JAUNDICE: DIAGNOSIS AND 
MANAGEMENT. 


By P. FAntt, 


From the Baker Medical Research Institute, 
Alfred Hospital, Melbourne. 


ProturoMBIN is one of the major components of the 
blood-clotting system. Through the agency of thrombo- 
plastin and calcium ions it is converted into thrombin, 


which in turn reacts with fibrinogen, thus producing the. 


visible fibrin clot. It is obvious that if the coagulation 
time of plasma is to be normal,. these factors must be 
present in optimal concentration and their activity must 
be unimpaired. 

Although a pronounced decrease of calcium and lack 
of thromboplastin will result in delay of coagulation, these 
two factors do not appear to be involved in the hzemor- 
rhagic diathesis of patients suffering from obstructive 
jaundice. Further, fibrinogen has been found to be present 
in a concentration adequate to ensure normal clotting. 
(In the presence of greatly prolonged coagulation time of 
whole blood, it is advisable to carry out an estimation of 
the fibrinogen in the plasma.) The only component, 
however, which may be deficient and thus contribute to 
the bleeding tendency is prothrombin. Available evidence 
points to the liver as the site for its formation; vitamin K 
is necessary for its production. Since all compounds with 
vitamin K activity present in food or elaborated by the 
intestinal flora are fat-soluble, and it is assumed that for 
their absorption bile is necessary, it is clear that any 
obstruction of bile secretion will result in vitamin K 
deficiency with a consequent failure of the liver to produce 
prothrombin. The estimation of this factor is therefore 
of clinical importance. It is carried out in plasma derived 
from venous or capillary blood to which one-ninth cf its 
volume of one-tenth molar sodium oxalate solution has 
been added immediately after collection. To the isolated 
plasma is added thromboplastin, in the form of an extract 
prepared from blood-free organs (brain, lung or testis) 
according to the technique of Quick,” or Russell viper 
venom and lecithin according to the technique of Hobson 
and Witts.~ In either case the mixture is recalcified at 
37:-5° C. The interval between addition of the reagents 
and the appearance of a fibrin clot is noted as the pro- 
thrombin time. Since it is not always possible to obtain 
thromboplastin preparations of uniform’ potency, it is 
necessary to carry out estimations on normal controls 
simultaneously with the test. The prothrombin and the 
coagulation time of patient’s plasma are expressed in 
terms of the normal value by means of a formula, or the 
relationship is established by a series of plasma dilutions. 
The assessment of a normal prothrombin value has not 
been uniformly agreed upon. Quick finds that in normal 
healthy adults there is but slight variation in the pro- 
thrombin activity, whilst Hause and Tocantins” observed 
variation of prothrombin potency in normal subjects. My 
experience supports the latter view. However, the more 
pertinent question in this discussion is, what is the pro- 
thrombin concentration at which bleeding is likely to 
occur? Most writers agree that the danger zone is at 
approximately 20% of the normal. The treatment consists 
of -administration of vitamin K or synthetic preparations 
with similar activity either intramuscularly or by 
inunction if the compound is fat-soluble, or intravenously 
when an aqueous derivative is available. It is essential 
to carry out a second prothrombin estimation twenty-four 
hours after the administration. In cases in which no 
secondary hepatic damage has occurred, it will be observed 
that the drug is able to-alleviate the hypcprothrombinemia 
considerably. If, on the other hand, the administration of 
the drug has no effect on the plasma prothrombin time, it 
is probable that the liver is damaged to an extent at which 
it is unable to synthesize prothrombin. fn such cases, 
blood transfusion will be necessary as a temporary measure. 
Continuous application to patients of a compound having 
vitamin K activity is indicated before and after operation 
in surgical cases in which the prothrombin concentration 
is between 40% and 50%." 

Whilst the relationship of vitamin K to prothrombin can 
be established convincingly in many instances, it must be 
admitted that there are still puzzling cases of obstructive 
jaundice, as the following will demonstrate: 

A female patient, aged sixty-three years, was operated on 


for repair of the common bile duct in 1943; the operation 
was made necessary as the result of a previous surgical 


1Hypoprothrombinemia may be produced by a number of 
hepato-toxic substances—for example, carbon tetrachloride, 
“Dicoumarol” and salicylates. Vitamin K is sometimes required 
in large doses to alleviate the condition, 
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adventure in 1941. A few months later jaundice developed 
and recurred at intervals until 1945. At the time of examina- 
tion (August, 1945) the patient was deeply jaundiced, passed 
clay-coloured stools, was afebrile and showed no bleeding 
tendency. Prothrombin activity was 100% and the coagula- 
tion time of recalcified plasma was normal; the serum 
alkaline phosphatase content was very much increased. At 
operation, the common bile duct was found embedded in a 
mass of cicatricial tissue; there was no doubt that complete 
obstruction of the duct was present. 

Since the duration of the last attack of jaundice was 
four months, it is probable that any stored vitamin K was 
exhausted; but how this patient was able to synthesize 
prothrombin remains unexplained. 


We had a similar experience with rabbits in which a 
complete obstruction was produced by ligation of the 
common bile duct. Bilirubin estimations in the serum 
fourteen and twenty-one days after the operation gave 
values of 3-0 to 5-97 milligrammes per centum. The pro- 
thrombin concentration, however, was unaltered. Further 
estimations could not be carried out because the animals 
died; but post-mortem examination revealed complete 
obstruction of the bile duct. It has been reported by 
Dam and Glavind™ that rabbits maintained on a diet free 
from vitamin K develop hypoprothrombinemia only to a 
moderate degree. 

The synthesis of compounds with vitamin K activity by 
intestinal bacteria grown on media free from vitamin K 
has been found by A. and H. Orla-Jensen and Dam.” The 
constitution of these compounds has not yet been estab- 
lished; possibly we are dealing with compounds which need 
no bile for their absorption. 
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THE BASIC WAGE, SHORTAGE OF NURSES AND 
SOCIAL MEDICINE. 


By E. S. Meyers, 
Acting Professor of Social and Tropical Medicine, 
University of Queensland. 


From the Courier-Mail of December 21, 1945: “Shortage 
of nurses in this country was largely due to the fact that 
Australians had forgotten what unselfishness was.” (Dr. 
A. Fryberg, Deputy Director-General of Health and Medical 
Services, Queensland.) 

In the Courier-Mail of December 21, 1945, Mr. E. A. 
Laurie, Research Officer of the Trades and Labour 
Council, speaking of the basic wage, is reported to have 
made the following statement: “The only correct principle 
for the Trade Union movement is that of the rate for the 
job irrespective of sex or family circumstances. .. . Since 
1907 ‘real’ production has increased by 46%, but there 
has been no corresponding increase in real wages.” 

These two quotations from a morning newspaper of 
December 21, 1945, serve as a starting point for a con- 
sideration of the relationships between social medicine 
and sociology. There are doubtless some people who think 
that problems of sociology and economics and their inter- 
relationships (and the two quotations noted above are 


interrelated) have little, if anything at all, to do with 
the practice of medicine. It is unfortunate that this is so; 
but it is not to be wondered at, for modern education 
(so-called) gives little attention to the study of sociology 
and economics. The medical student of today as a rule 
commences his study of medicine at the age of seventeen 
years, and (except in the cases of the returned service 
undergraduates) knows little, and apparently cares less, 
of the theoretical and practical aspects of these matters. 


To the medical profession is entrusted the duty of 
preserving and maintaining the health of the people. 
Heretofore it has concentrated upon the more spectacular 
task of making sick people well—a task that has been 
done with great success. Except in time of war the same 
enthusiasm has not been shown in preventing people from 
becoming ill. 

It must be admitted that publie demand and public 
assistance for the prevention of sickness are not what they 
ought to be. At the same time, for one reason or another, 
the majority of medical men have not felt that it is their 
function to interest themselves in sociology and economics, 
nor to keep the people informed about the medical view- 
point and the importance of these subjects to social 
medicine. If social medicine is to play its rightful part 
in medicine today, it is essential that there should be a 
profound alteration in this state of affairs. 


It is of the utmost importance that those whose task it 
is to develop and perfect social medicine should clearly 
indicate the requisites for its practice. Like every other 
service, it must have well-trained personnel and adequate 
equipment. It has the very complex and difficult task of 
keeping man healthy throughout all his seven ages. It 
must request, with all eloquence at its command, and with 
argument based on irrefutable scientific reasoning, that 
parliament and the people should attempt to provide, at 
all times and in all circumstances, for each person during 
his or her seven ages a modus vivendi which satisfies the 
principles of the science of hygiene. 

This article is an attempt to show that social medicine 
should be vitally interested, not only in such statements 
as those of Mr. Laurie and Dr. Fryberg, but also in the 
whole field of social science. Dr. Fryberg’s view on the 
selfishness of Australians has a bearing on the question of 
service to the State in times of peace. There is a most 
serious shortage of the personnel required for social 
medicine. In time of war, paradoxically, there is no such 
shortage, and (if one can believe all that is written) there 
are more workers in the medical service of our wartime 
effort than are actually required. Stark necessity of 
national survival perhaps demands that this should be 
so. Be this as it may, it cannot be insisted with too great 
force of argument that to bring merely a laissez-faire 
attitude to the problem of social medicine in peace time is 
sheer folly, and as the high percentage of rejected recruits 
shows, actually weakens our effort in a time of national 
emergency. 

The feeling of frustration underlying Dr. Fryberg’s 
statement is understandable, particularly as there are far 
too many persons in the community whose main object in 
life appears to be what they call “having a good time”. 
There are, however, varying aspects of the question of 
shortage of nurses that call for examination. 

1. From the time of Florence Nightingale, surgical and 
medical nursing attracted a type of woman who felt a 
“call” and a sense of dedication to the service of nursing. 

2. As payment for service was small, only the daughters 
of those in comfortable financial circumstances, or those 
who felt the “call”, accepted the task of nursing and the 
financial sacrifice involved, and followed in the footsteps 
of “the Lady of the Lamp”. 

A Such service was undertaken despite long hours of 
work. 

4. Similar service is given by nursing sisters of various 
religious orders. 

5. Even before the war, most hospitals in the capital 
cities had “waiting lists” of those wishing to join the 
nursing staffs. In addition to those classified in the second 
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category, the nursing service now absorbed a large pro- 
portion of women who had to earn their living. 

6. During wartime the calls of the nursing and other 
women’s services have proved far more attractive than 
service in civilian hospitals. 

The whole question of the nursing service is due for 
investigation. Social medicine cannot function efficiently 
without a well-trained and contented nursing service. War- 
time experience has made it abundantly clear that con- 
ditions can be provided to attract the right type of woman 
in sufficient numbers. It cannot be too strongly emphasized 
that the claims of obstetric and mental nurses should also 
receive full consideration. In the past these two branches 
of nursing have received a very “raw deal”. 


There are two most striking circumstances in regard to 
the science of citizenship. The first is that (as far as one 
can ascertain) nobody has set out clearly even the 
minimum of medical and ancillary workers required for 
the needs of the civilian population. In other words, no 
peace-time establishment has been laid down by anybody. 
Such a necessity is obvious to all medical service adminis- 
trators. Social medicine must use its best endeavours to 
make good this deficiency in our sociological system. 


The second circumstance to which attention is directed 
is that in time of war people are called upon by law to 
serve the State, whereas in time of peace, even in the 
presence of a severe shortage of ancillary medical workers, 
people are allowed to be as selfish as they wish. There 
are many thoughtful educationists who are of the opinion 
that young people aged from sixteen to eighteen years 
should engage in work for one or two years in one capacity 
or another, and furthermore, that they should at the same 
time receive an education in citizenship. Should such a 
state of affairs eventuate, it is difficult to believe other 
than that youth would be all the better physically, mentally 
and morally. 

On questions of compulsory military training, youth 
training et cetera, there is much difference of opinion. 
Older and (so-called) more primitive societies than our 
own, however, have given more attention than we have to 
the duties of the individual to society and vice versa, and 
in this respect much may be learnt from the study of 
comparative sociology. 

It is to be remembered that a lot of work of an eleemo- 
synary nature has been done by various “voluntary” 
organizations (and individuals). Such work, however, 
looked at from an Australian point of view, could be 
greatly improved by better scientific direction, which 
includes greater coordination and forward planning. There 
_is a great need for the appointment of a minister whose 
duty it would be to encourage and develop in every way 
possible our many excellent voluntary organizations, and 
to increase the number of individual workers, as experience 
shows that there is a large number of potential workers 
who merely require an incentive and direction. 

While social medicine is not concerned with party 
politics, it is vitally affected by the so-called social legis- 
lation of one or other party. People of all shades of 
political opinion have some ideas on social legislation, 
from the ultra-conservative who is obsessed by fears of 
paternalism, to the ultra-socialist type at the other extreme 
who would provide “free for all” social services. What 
type of political system will come into being in Australia 
only the future can decide; but no matter of what type 
the system may be, it can be said without fear of con- 
tradiction that the most efficient system will be one in 
which every member of the community who can work 
pulls his weight as an individual and as a member of a 
community. Even so, human nature and human frailty 
being what they are, and all of us being liable to the 
“slings and arrows of outrageous fortune”, social medicine 
can and should play a truly great part in community life. 

When we come to the economic problem of the basic 
wage, it is obvious that social medicine must support the 
idea that a basic wage for one person should be such as 
will supply adequate food, shelter, clothing, medical 
facilities and physical and mental recreation. These are 
necessary for the sound mind in the sound body. 


It is | 


interesting to note that in war the private soldier, subject 
to the exigencies of war and training, is provided with the 
best the nation can offer in the way of food, clothing, 
housing et cetera. 


Amid all the noisy argument and welter of conflicting 
opinions on the question, there is a sad lack of factual 
material, and a complete absence of unanimity on the 
method of securing the desired objective. Just how it is 
possible to provide an adequate basic wage for the lowest- 
paid workers in a capitalistic or socialistic political system 
is a subject that still requires much elucidation. It does 
appear necessary, however, that simplification is desirable 
in the study of economics; for example, it should be pos- 
sible to set out in a way that any intelligent schoolboy 
could understand, the amounts of foodstuffs necessary for 
balanced diets for Australia’s population each year, the 
amount remaining available for export et cetera. 

An unsatisfactory aspect of the study of the basic wage 
problem is that there has been so little attempt at any 
continuous scientific study of the matter, and that there 
are so many clichés (which on investigation are found to 
be untrue). One of these is that education is free from 
the primary school to the university. Such a statement is, 
of course, far from the truth, since the costs of schooling 
are but a fraction of the cost of feeding, housing and 
clothing children during their education. Reliable evidence 
is at hand to show that many clever children are pre- 
vented from employing their talents to the best advantage 
by reasons of lack of finance. It is pleasing to note that the 
Queensland State Government and the Federal Government 
have made an advance to provide financial assistance to 
students desirous of taking university courses. 


The steps taken so far, however, are only a beginning, 
and a means test excludes many deserving children of 
families in middle-class circumstances. No children of 
undoubted ability (as revealed by their performance at 
primary schools) should be precluded from making use of 
all the facilities the State has to offer. The State as 
well as the citizen will profit in the long run by the pro- 
vision of full opportunities for all children. 


In the longer courses like medicine, dentistry, applied 
science and engineering, a marrying allowance should be 
provided, as the age of marriage and child-bearing is far 
too late in the professional classes, with the consequent 
reduction of what should have been large families to 
smaller families. 

All right-thinking people will agree that every effort 
that is humanly possible must be made to encourage family 
life. The nation’s best asset is its children, and it is 
agreed on all sides that every effort must be made to 
increase the birth rate. But increasing the birth rate alone 
is not enough, unless the basic wage for the family is 
such that children may develop to their full capacity. 


Happy family life is a prerequisite for a healthy nation, 
and the family should have first priority in the sharing 
of the State’s assets. Just how the wealth of the nation 
is to be apportioned is beyond the scope of this paper and 
beyond the capacity of.the writer to determine. The 
family unit, however, should be provided for before over- 
indulgence in luxuries is permitted to any other section of 
the community. The more happy families in the nation, 
the easier will be the work of social medicine. In fact, a 
higher standard of family life will result in many victories 
for preventive medicine, in that the incidence of alcoholism, 
venereal disease, prostitution, drug addiction, sex crimes 
et cetera will be greatly lessened. 

The future standard of living in Australia will be affected 
by world events. The newly appointed Australian Resident 
Minister in London emphasized this when he pointed out 
in a broadcast talk before leaving Australia that Aus- 
tralia’s domestic and foreign policies must be closely 
linked. What the policies will be, and how they will be 
affected by the Bretton Woods agreement and the American 
loan, will be of vital concern to social medicine. So far 
in Australia we have paid far too little attention to 
sociology and economics. Has not the time come for the 
setting up of an Australian council of sociological and 
economic research? 
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Reports of Cases. 


REPORT OF A CASE OF AMICROBIC PYURIA. 


By R. S. Lawson, M.S., F.R.C.S., F.R.A.C.S., 
Melbourne. 


Tue name of Wildbolz has been attached to amicrobic 
pyuria as its general recognition as a clinical entity fol- 
lowed on his discovery of the cure by injections of arseno- 
benzol which he announced at the French Congress of 
Urology in 1933.“ The first account of this in English was 
published by him in 1937.” However, the clinical condition 
was known and described long prior to this, and Wildbolz 
himself states that “Faltin first told the 8th Congress of 
the Northern Surgical Society in Helsingfors in 1909 that 
he had seen pyurias in which he was unable to find any 
microorganisms in the purulent urine, either by microscopic 
examination or by culture, and in which tuberculosis could 
be excluded”. The disease was investigated in the following 
years predominantly by Scandinavian authors, notably 
Séderlund, and in fact it has been called the “disease of 
Séderlund”. 

The first case actually reported from England was 
described in 1940 by Moore” who reported four additional 
cases and reviewed the literature in 1943. Since then 
numbers of additional cases have been reported in England 
and America.” 

As Wildbolz points out, the condition is of great clinical 
importance for it is easily curable by medication, and has 
often been mistaken for tuberculosis of the urinary tract; 
in fact nephrectomy has been performed unnecessarily on 
a number of individuals. 

Nevertheless the condition is still not well known, 
although the diagnosis is not difficult and the treatment is 
extremely simple and effective. Distressing urinary symp- 
toms of long duration, which have resisted all other forms 
of treatment, can be readily alleviated when it is 
recognized. 

The true pathology of the condition is as yet unknown 
(hence the unsatisfactory and non-commital name). It 
has been surmised that it is the result of a virus infection, 
and although there is no proof of this, the fact that 
Schaffhauser (assistant to Wildbolz) was able to transmit 
the disease to animals in experimental studies is strong 
evidence of an infective cause.” However that may be, 
there is no doubt that it is a distinct clinical entity with 
characteristic features, as will appear. This is the third 
case which I have encountered. The condition has not 
previously been reported in Australia, and therefore it may 
be of interest to record this case in some detail as it was 
fully investigated and is in every way typical. 


Clinical Record. 

The patient was an army chaplain, aged forty years. 
His illness commenced with a urethral discharge of mild 
degree in May, 1945. He did not report this condition 
and it cleared up after about a week without treatment. 
However, he then developed a very marked frequency and 
strangury of micturition. There was a slight swelling and 
tenderness of the right testicle at this time. 

He was admitted to an army hospital in North 
Queensland. General physical examination revealed no 
abnormality, but he was found to have the “grossest pus, 
microscopic and macroscopic, in his urine” with much 
— and a “mild urethritis—not amounting to any- 
thing”. 

The urine was repeatedly examined and always it was 
“loaded with pus cells”. He was treated with citrates and 
given a “thorough course of sulphathiazole”. The urine 
cleared to 50 pus cells per high power field and he was 
returned to his unit. However, he was back in hospital in 
ten days with recurrence of symptoms and with pus in his 
urine, estimated at 200 cells per high power field. He then 
looked “sallow and toxic” and had lost weight. An X-ray 
examination of his chest revealed no abnormality. He was 
transferred to Brisbane. 


At the Brisbane Hospital, the urine was found to be 
“crowded with pus cells”, but on cultivation of the urine 
there was no growth. The smear after prostatic massage 
showed “scanty pus cells, epithelial elements and scanty 
varied organisms with Gram-positive cocci—no gonococci 
seen”. 

An excretion pyelogram revealed no renal abnormality. 
He was given a course of sulphamerazine (40 grammes) 
without much response, and transferred to Melbourne. 

On arrival at this hospital in October, 1945, he was still 
complaining of frequency—usually every two hours. The 
urine still showed pus cells, but no growth of organisms 
could be obtained on attempted culture. Cystoscopy was 
attempted on two occasions, but the results were unsatis- 
factory owing to his “intolerant” bladder. A further 
course of sulphamerazine was given and the amount of 
pus in the urine was reduced. A further cultivation of the 
urine (the third) again gave no growth, except for a 
single colony of Staphylococcus albus, regarded as a 
contaminant. 

The patient was first seen by me on November 6, 1945. 
He had then had three courses of sulphonamide drugs, but 
the pus in the urine was persistent and he was still 
complaining of distressing frequency and precipitancy of 
micturition—up to fifteen times in twenty-four hours. 

General examination gave normal findings, but the 
patient looked thin and drawn and in poor health A 
thorough search for the tubercle bacillus in the urine was 
instituted, but without result. That is to say, the urinary 
sediment was examined eight times, culture was attempted 
twice and guinea-pig injection was performed, but with 
negative findings in all cases. 

Cystoscopy performed on November 10 with local anzs- 
thesia proved to be difficult. The urine in the bladder was 
opalescent with much debris and the bladder required 
frequent washing to give any visibility at all. The*bladder 
capacity was only four to five ounces. Five ounces caused 
pain and distension and could not be tolerated. The 
trigone was inclined to bleed easily. 

There was a gross degree of chronic cystitis with a 
thick, felt-like appearance over the mucosa. No normal 
bladder mucosa, vessels or trabecule were visible at all, 
and the ureteric orifices, being almost completely obscured, 
could be identified only by injection of blue. Indigo-carmine 
was excreted normally on each side and catheters were 
passed with difficulty. Ascending pyelograms were then 
taken and showed normal appearances. Specimens of urine 
were also obtained from each ureteric catheter. Micro- 
scopically, they showed “red blood cells only” and on 
cultivation there was no growth from either of them. 

Finally the Wassermann and gonococcal complement 
fixation tests of the blood were taken and both gave 
negative results. 

A diagnosis of amicrobic pyuria was then made on the 
following cardinal features: a cystitis of fairly abrupt 
onset, sometimes preceded by a transient urethritis; great 
frequency of micturition with occasional strangury and 
precipitancy; a urine loaded with pus cells, but sterile 
on cultivation; absence of tubercle bacilli after repeated 
examination and attempts to produce a culture. 

In most cases the bladder alone is affected and as in this 
case, there is no evidence of renal disease on pyelography, 
excretion tests, or with other methods. 

However, cases are reported in which one or both 
ureters and renal pelves have also been affected, with 
dilatation of pelvis or ureter over a varying length, and 
even appearances of calyceal destruction. When a 
nephrectomy was mistakenly performed in such a case, 
chronic inflammatory changes were found in the wall of 
pelvis and ureter, but the renal parenchyma showed no 
abnormality.@ 

Most of the cases occur in men—usually young men 
according to Wildbolz, but three of Moore’s five cases were 
females. 

The final proof of the diagnosis rests on the therapeutic 
test as follows: the treatment of the condition consists 
simply of intravenous injection of “Novarsenobenzol”, and 
it is stated that three injections will cure the condition. 
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In this case six injections were given over three weeks—a 
total of 3-3 grammes. Relief was apparent after the 
second injection, and when this short course of treatment 
was complete, frequency of micturition had been reduced 
from about fifteen to five times daily. The urine 
was crystal clear and showed no pus cells or other patho- 
logical elements on microscopy. The patient looked and 
felt much better. 

Cystoscopy was repeated on December 7 and it was easy 
and painless. The change revealed in the bladder, after 
less than four weeks since previous cystoscopy, could be 
fairly described as dramatic. The capacity was now fifteen 
ounces without discomfort, and the appearances of the 
lining of the bladder were to all intents normal—trigone, 
ureteric orifices, mucosa, trabecule and vessels appearing 
clear and elean. Catheters were passed without difficulty 
and normal pyelograms were obtained as before. 

The patient was thereafter discharged from hospital free 
from symptoms and though he will report baek for observa- 
tion no other treatment is considered necessary. 


Comment. 


It seems likely that this condition (also known as 
“abacterial pyuria” or “sterile pyuria”) occurs more com- 
monly than has been recognized. The treatment is so easy 
it seems a pity that it should be overlooked. 

Finally it seems possible that some of the cases of non- 
specific urethritis in which the discharge shows pus cells 
but no organisms are related to this “amicrobic pyuria”. 
I have no experience in the treatment of such cases, but 
suggest that the use of “Novarsenobenzol” with adequate 
controls may be worth a trial. 
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REPORT ON A CASE OF BURNS COMPLICATED 
BY HAMATEMESIS AND MELENA. 


By Joan A. MARSDEN, 
Children’s Hospital, Melbourne. 


Clinical Record. 

C.S., aged three years, was admitted to the Children’s 
Hospital on January 7, 1946. He had been burnt by 
scalding water approximately four hours previously, and 
had received one-twelfth of a grain of morphine at 10 a.m. 

On his admission to hospital, the child was not suffering 
from shock; the pulse rate was 120 per minute, and the 
pulse was of good volume. The burns involved about half 
the skin surface and were mainly of the second degree. 
The areas involved were the anterior surfaces of the neck, 
chest and abdomen and portions of both arms and thighs. 
His burns were treated immediately by washing with soap 


dressed with “Parawax” gauze and sterile normal saline 
solution packs, and the whole of the burnt area was 
covered with pressure bandages. He was started on a 
prophylactic course of sulphadiazine tablets, one gramme 
at once and then one gramme every six hours. 


His condition remained good for the rest of the day, but 
during the early hours of the following morning his con- 
dition was found to have suddenly and rapidly deteriorated. 
The child was sweating profusely, his extremities were 
cold, the pulse was just palpable, and his respirations were 
rapid and shallow. He looked shocked and pale, and he 
was irrational but not restless. His temperature had risen 
from 98-6° to 105° F. It was considered that this deteriora- 
tion was due to delayed or secondary shock, and at 2 a.m. 
the intravenous administration of serum was started at 
the rate of eight to ten drops per minute. Unfortunately 
no hemoglobin estimation was made at this time. 

His condition then slowly improved, so that about eight 
hours later the pulse had a better volume and the rate was 
140 per minute; the child was warm and no longer 
sweated. He had had 200 millilitres of serum, and the 
administration was continued till he had received 400 
millilitres. The serum was then replaced by 0-25% normal 
saline solution and 5% glucose-saline solution, since, 
although the failure of the peripheral circulation had been 
relieved, the child was vomiting small amounts of fluid 
containing coffee-ground material, had refused fluid by 
mouth, and looked dehydrated with dry tongue and sunken 
eyes. The hemoglobin value was 77% on January 8. 

On January 9 his temperature was 103-6° F. and his 
respirations numbered 36 to 40 per minute; his pulse rate 
was 160 per minute, and the pulse was of only fair volume. 
The intravenous administration of glucose-saline solution 
was discontinued after he had received 300 millilitres and 
serum was again given. During the next two days the 
patient continued to vomit small amounts of coffee-ground 
material; the intravenous serum therapy was discontinued 
on January 10 after he had received a further 300 milli- 
litres. Signs of bronchopneumonia were detected in the 
lungs, so the patient was started on a course of penicillin 
therapy, 10,000 units being given intramuscularly every 
three hours. 

On January 11 the child passed a stool containing much 
altered blood, but the vomiting had stopped. The pulse 
rate was 138 per minute and the pulse was of good 
volume; the temperature was 101-4° F. and the respirations 
numbered 28 per minute. The hemoglobin value was 70%. 

An intravenous drip blood transfusion was started at the 
rate of eight drops per minute and continued into the next 
day, until the patient had received 300 millilitres. His 
hemoglobin value was how 80% and his pulse rate was 128 
per ‘millilitre and the pulse was of good volume. 

During the following two days there was no further 
hematemesis or melena, and the patient continued to 
make progress. The lungs were clearing well, and the 
respirations numbered 20 to 24 per minute and were quiet 
and even. On January 13 his dressings were removed, and 
the burns were found to be infected. Thereafter the 
burned areas were dressetl each day with penicillin powder 
and “Parawax” after a saline bath. On January 18 the 
hemoglobin value was 60% and the leucocytes numbered 
27,000 per cubic millimetre. Since there was no further 
evidence of hemorrhage, it was thought that the drop in 
hemoglobin value was due to toxemia from broncho- 
pneumonia and the infected burns. By January 21 the 
child was clinically well; the burns were healthy on 
macroscopic examination, and the result of bacteriological 
examination of a swab was being awaited before skin 
grafting was undertaken. 


Remarks on Treatment. 

1. One-twelfth of a grain of morphine administered to 
the child for primary shock seemed to cause no ill effects; 
but it would seem a large dose for a child of three 
years—one-twentieth of a grain is generally considered 
adequate. 

2. The collapse some sixteen hours after the burns were 
received was taken to indicate secondary shock. Most 


and water, followed by saline solution, and then were 


probably it was due to the combination of secondary shock 
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and hemorrhage. If a hemoglobin estimation had been 
made immediately, it would have revealed the hemorrhage 
and so indicated the necessity for blood transfusion; or 
even if no hemorrhage had taken place, hemoglobin 
estimation would have shown the hemoconcentration of 
the blood and thus the degree of shock, so indicating the 
amount of serum necessary to replace the blood volume. 

3. The intravenous administration of glucose-saline 
solution was to combat dehydration as evidenced clinically; 
but probably it was the main contribution to the develop- 
ment of the bronchopneumonia, the fluid easily leaking 
through dilated pulmonary capillaries. 

4. Twenty-two grammes of sulphadiazine were given 
orally as a prophylactic measure. 

5. One million units of penicillin were given intra- 
muscularly to combat the bronchopneumonia and the 
infection of the burns. 

6. The dressings of the burns were not disturbed until 
the seventh day, the child’s condition precluding any 
inspection before this. In any case, it is desirable to 
minimize the chance that infection may be caused by too 
early and too frequent dressings. 


Summary. 

A case of second-degree burns is reported, in which half. 
the body’s surface was involved, and which was com- 
plicated by hematemesis on the second, third and fourth 
days and by melena on the fifth day. It is probable that 
the collapse of the patient some sixteen hours after his 
receiving the burns was due to the combination of delayed 
shock and hemorrhage. It is suggested that the shock 
may have been due to loss of fluid, together with absorption 
of toxic products, at the site of the burns, the capillaries 
being damaged and so rendered leaky, both factors leading 
to loss of blood volume, and that the melena and 
hematemesis were due to duodenal ulceration caused by 
toxic products: absorbed from the burnt areas. 


Reviews. 


THE VITAMINS IN MEDICINE. 


Tue first edition of “The Vitamins in Medicine” by Bicknell 
and Prescott received a favourable review in these columns 
for its wide scholarship, sound judgement and general useful- 
ness. The same, or indeed an enhanced commendation, can 
be extended to the second edition, which has been revised 
and enlarged and which carries the year 1946 as the date 
of publication... Amongst the important revisions are those 
due to improved methods of analysis. Take ascorbic acid, 
for example: fairly early in vitamin research citrus fruit 
was relegated to an inferior place as a source; then came 
a bewildering succession of hips and haws; then parsley 
reigned supreme, only to be soon dethroned by pickled walnut. 
We now learn that the “apparent ascorbic acid” of parsley 
and pickled walnut is probably a reducing substance like 
dehydroxymaleic acid with no vitamin action. The descrip- 
tion of clinical and subclinical deficiency syndromes and of 
the therapeutic action of the several vitamins has been 
brought up to date and negative findings are faithfully 
mate 


The two main additions are the following. In the first . 


place there is an admirable chapter on the essential 
unsaturated fatty acids such as linoleic, linolenic and 
arachidonic acids. The authors wisely reject the American 
name vitamin F for such substances as they are really foods. 
It is, of course, very difficult to draw a fine borderline 
between vitamins which are generally regarded as catalysts 
or cocatalysts and chemical groups, often small in quantity, 
which the body must find and assemble preformed from 
food and fit into their proper places in the intricate structure 
of the many living mechanisms. Some deficiencies both of 
vitamins and food groups are fatal, others merely reduce 
the body’s efficiency. A motor-car will still run deprived 
of windscreen-wiper or horn, but the chances of disaster 


*“The Vitamins in by Franklin Ric. 
-R.LC. 


M.R.C.P., and Freder Prescott, M.Sc., Ph.D., 
M.R.C.S. ; Second revised and enl ; 1946. 


93” x 6”, 


are increased. The other major addition is the greatly 
extended and to all intents and purposes rewritten chapters 
on the vitamin B complex. Of the 869 pages of letterpress, 
some 344 are devoted to this group which of late has 
attracted so much painstaking investigation. Detailed as 
the treatment is, it cannot be descried as over-elaborated; 
there is no padding; it is all useful stuff. 
A few criticisms on minor points may be offered. More 
emphasis could have been placed on the loss of various 
vitamins in sweat. The rapid onset and the severity of the 
attack of scurvy in the tropics are well known; the authors 
remark that exercise aggravates the condition. This is 
indisputable, but the loss from the skin may play even a 
greater part. with vitamin EZ in foods, the 
authors depart from their accustomed judicial temper— 
“Wheat germ is so valuable for the feeding of livestock that 
it appears unlikely that it will be left in English bread in 
peace-time, since the nutrition of pigs rather than people is 
most lucrative. The sorry history of the government control 
of the millers holds out little hope for the future.” Again— 
“Some brown breads contain the germ, but often this has 
been removed during milling, specially treated and then 
returned again to the flour. Such treatment may well 
destroy some or all of its vitamins.” Surely the authors 
knew that the germ had the unfortunate disability of 
quickly becoming rancid and developing repelient taste, 
and it was to stop this and prevent waste of good flour 
or bread that the “treatment” had been adopted. They 
also state: “With the removal of the germ, the ——— 
and only universally eaten source of the vitamins is lost 
For the poor this is a tragedy; even for the rich the loss 
of vitamin Z is not easily made up by various foods. 

White flour does more than Malthus can 

To sterilize the Englishman.” 
If this means anything, it implies that the fertility of the 
poor is less than that of the rich; but the reverse is the 
case. 

A more serious shortcoming in the book is not the fault of 
the authors. Vitamin research is so actively pursued that 
a presentation of the latest phases in book form is simply 
impossible. This falling behind the front line of attack is 
seen particularly in the absence of reference to the amounts 
of vitamins absorbed and utilized by the human consumer. 
A parallei may be found in the modern treatment of the 
utilization of minerals in food. Time was when spinach was 
honoured for its remarkable content of iron; now we know 
that only 57% of this is absorbed. Spinach, silver beet and 
rhubarb give high figures for calcium in the laboratory, but 
yield hardly any to the human digestive canal. In the 
third edition of this work, which should deservedly come 
soon, there will, no doubt, be tables of reference giving not 
only the content of vitamins in foods assessed by analysis, 
but in addition the amounts utilized as determined by human 
assay. Allowances will then be made not only for differential 
absorbability, but for such agents as the oxidase which 
attacks ascorbic acid and thiaminase which destroys vitamin 
B,. That live yeast should have recently been proved to 
make available to the human body only 17% of its rich 
store of thiamin is certainly significant. Despite this 
element of incompleteness which, as stated, is unavoidable, 
the book remains a cyclopedia of information and a tribute 
to British scholarship, accuracy and sound judgement. 


Rotes on Wooks, Current Journals and 
Rew Appliances. 


AN ADDENDUM TO BROADCASTING. 


Everyone in the community has from time to time felt 
annoyance at having missed some important broadcast talk, 
and many also have heard words spoken over the air which 
they think should be heard by other people... The Australian 
Broadcasting Commission, by the publication of a new 
monthly magazine, Talk, has created a medium in which 
the broadcast word can be given extended scope. The 
chairman of the commission in an introductory note to the 
first number states that the aim is to present really worth- 
while material in an attractive and easily assimilated form. 
The first number contains some interesting articles; among 
them is the talk by Professor Eric Ashby, recently quoted 
in a leading article in this journal. There is also a useful 
article by Dr. W. A. Dibden on the pensioning of persons 
with a war neurosis—these people cannot have both pension 
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and health. We wish the venture success. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), nwmber of the first page of the 
article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 

in which the abstract has appeared, should be given 
with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


THE MEETING OF THE FEDERAL COUNCIL. 


Twice every year at least a leading article appears in 
this journal under the heading “The Meeting of the 
Federal Council”. This practice is adopted in order to lay 
emphasis on the more important decisions of the Council 
and also to stimulate and to sustain the interest of mem- 
bers of the Australian Branches of the British Medical 
Association in the doings of the body to which they 
entrust the conduct of their affairs. Practising doctors 
are like most members of the community in their willing- 
ness to get on with their daily job of work and not to pay 
overmuch heed to distracting influences until the even 
tenor of their way is threatened with permanent dis- 
ruption. The calling of medicine, however, differs from 
many, or rather from most, callings in that it is bound 
up in a permanent fashion with the comings and goings 
and with the whole welfare of those whom it serves. Men 
and women need the ministrations of medicine whether 
they are sick or well—when they are sick to recover them 
of their sickness and when they are well to keep them well. 
It follows that as people change their communal groupings 
and their ways of life in work and in leisure, medicine 
should be aware of these changes and by adjustment or 
innovation or both maintain its health-giving and health- 
preserving service. There is therefore every reason for 
the demand that the members of the Branches shall take 
a lively interest in the discussions and the intentions of 
their own Federal Council not only when political 
upheavals threaten but in the more placid intervals. The 
meeting reported in the present issue has been held during 
what must be regarded as a more or less placid interval. 
The Commonwealth Government has been marking time 
in regard to its social services legislation, having been 
held up by the decision of the High Court about the 
operation of The Pharmaceutical Benefits Act, 1944. 

The existence of an interval from intense political 
argument brings certain obligations and opportunities, but 
since their exploitation depends largely upon the way in 
which the affairs of the Federal Council are managed, 


mention must first be made of the Council’s secretariat. 
At the recent meeting discussion again took place about 
the appointment of a whole-time secretary. For some 
considerable time now the Federal Council has wanted to 
employ a secretary who would be able to give his whole 
time to its affairs. In THe MepicaL JOURNAL OF AUSTRALIA 
of October 2, 1943, it is recorded that at its meeting in 
August of that year the Federal Council resolved that, 
subject to his release by the New South Wales Branch, 
Dr. J. G. Hunter should be appointed full-time general 
secretary. There were several reasons why effect was not 
given to this resolution. At the present time Dr. Hunter 
spends something like three-fifths of his time on Federal 
Council work and for two-fifths he acts as medical secre- 
tary of the New South Wales Branch. In the latter duty 
he has had the part-time assistance of Dr. Hugh Hunter. 
Dr. Hugh Hunter has resigned his part-time appointment 
with the New South Wales Branch and the Branch is 
about to look for a full-time assistant medical secretary. 
When the assistant has learned the ropes of the Branch 
work, the Branch will in all probability be prepared to 
release Dr. J. G. Hunter for full-time employment by the 
Federal Council. The present arrangement has worked 
very well and the Federal Council has enjoyed a most 
advantageous arrangement. It has had office space, for 
which until quite recently no charge was made; and it 
has, by the generosity of the New South Wales Branch, 
been able to secure the services of several typists and 
clerks when they were needed during rush periods—also 
without cost to the Council. That a full-time general 
secretary will be needed by the Federal Council before 
very long is acknowledged by everyone associated 
intimately with its affairs. Opinions differ about the need 
at the moment. All this has been set out in order that 
members of all the Branches will realize that the 
appointment of a full-time secretary to the Federal 
Council will mean a full-time secretariat. Separate offices 
will have to be found for the Federal Council, and the 
cost of these will be much more than the charge that has 
recently been made for office accommodation for the Federal 
Council at its express request. The charge is a nominal 
one. Further an office staff with equipment will have to 
be provided. This will cost a good deal of money and it 
will have to be paid for by the Branches. The present 
per capita payment of the Branches to the Federal Council 
will be quite inadequate. We may conclude that the way 
in which future developments will occur is clear, though 
members must understand that it will not be an inexpensive 
business. Also we believe that the present arrangement 
meets the present situation. 


Obligations and opportunities in the present political 
lull have been mentioned. In this regard we would remind 
members of the Association that the Government has a 
declared policy. That is to say, it has determined on a 
course of action to which it intends to give effect. The 
enunciation of a policy implies activity. The Federal 
Council has enunciated its policy. It is true that the 
Federal Council’s policy was a reply to the declared 
intentions of the Government, but it is on that account 
none the less a policy and no time should be lost and no 
effort spared to translate the policy into action and action 
into accomplishment. It would be easy to suppose that 
because the Government appeared to be enjoying a luke- 
warm period in its social service fervour, the Federal 
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Council’s policy might be put away for a time on the shelf 
of convenience. The Federal Council has declared that 
the greatest efficiency of medical service to the people 
of Australia will be provided by a structure consisting of 
the existing consultant, general practitioner and hospital 
services with all their adjuncts and with certain neces- 
sary additions. These additions have been set out and 
should be familiar to all Branch members. To forget about 
them just now is to deny the policy of which they are part, 
and the question has been asked whether in some minds 
complacency or preoccupation with non-essential matters 
has not been allowed to replace conviction. One or two of 
these matters were mentioned at the recent meeting. The 
Government’s attitude to tuberculosis, which was men- 
tioned in the discussion on the National Health and Medical 
Research Council, is amazing. It appears that the Govern- 
ment is prepared to make adequate pension arrangements 
for 4,000 out of 12,000 tuberculous persons. The remaining 
8,000 will be allowed to manage as best they may. An 
injustice such as this should cause an outcry throughout 
the length and breadth of the Commonwealth. We cannot 
help wondering why the decision was made. Either it was 
a sop to stave off inconvenient agitation or else someone 
not gifted with knowledge imagined that the most 
deserving of the 12,000 would be among the selected 4,000. 
Who knows? This question finds its place among the 
Federal Council’s “additions”; the matter should not be 
allowed to drop, and some organized way of creating a 
public demand should be @evised if the appeal that will be 
made to the Prime Minister is not successful. 


There are one or two “additions” in the Federal Council’s 
policy which may be hastened by activity within the ranks 
of the profession. One is “group practice initiated by 
members of the profession themselves”. In Federal Council 
discussions it has been made clear that the establishment 
of group practices would have to be postponed until the 
end of the war. The war has for most practical purposes 
ended, though peace has not been finally declared, and 
many medical officers are returning from the services. In 
these circumstances the establishment of group practices 
should find a place on the agenda of the next Federal 
Council meeting. Another “addition” is the provision of 
“an extended consultant service to make ready consulta- 
tion available to all members of the community”. No 
persons are better qualified to deal with this matter than 
members of the profession themselves. Here is another 
matter for the next meeting. Other “additions” might be 
named. In regard to them considerable preliminary plan- 
ning is necessary. Some of them are already being con- 
sidered by certain Branch councils. The Federal Council 
as the body laying down the policy should formulate the 
plans. If necessary a cut-and-dried plan for every 
“addition”, complete in every detail, should be handed to 
the Government. Whatever happens, the Federal Council 
must avoid the accusation or even the suspicion of having 
fallen down on its job. 


Another subject discussed at the recent meeting which 
was of the utmost importance, was the proposal to alter the 
Branch representation on the Council so that it would have 
some semblance to a proportional arrangement. The 
question of representation is bound up with that of 
autonomy, and it is to be hoped that Dr. A. E. Lee’s 
notice of motion will be discussed before the next meeting 
by all the Branches with the ultimate welfare and efficiency 


of the profession in this country as the sole objective. The 
discussion, which is published at some length, shows that 
several approaches may be made to the question. 

The last matter for reference is the Federal Medical 
War Relief Fund. This was the subject of a leading article 
a week or two ago and several lists of subscriptions have 
already been published. So far the response has not come 
up to expectations. For the members of the profession to 
allow this fund to languish will be more than regrettable. 
The need is real; it is known and the appeal has been 
made. Surely nothing further need be added. 


Current Comment. 


A COMPLETE OBSTETRIC SERVICE. 


In April, 1940, Rufus C. Thomas, assistant medical officer 
of health for obstetrics and obstetric consultant of the 
County Borough of Croydon and obstetrician in charge of 
the Croydon Obstetric Service, was able to report in the 
British Medical Journal of April 6 of that year that 
between January 3, 1938, and June 4, 1939, no less than 
3,144 consecutive deliveries after the twenty-eighth week 
had been conducted by the Croydon Obstetric Service and 
that not one maternal death attributable to pregnancy had 
occurred. He has now reported the results obtained in 
18,600 booked deliveries,’ a total from which, as most 
clinicians will agree, definite conclusions may be drawn. 
In Thomas’s report of 1940 the Croydon Obstetric Service 
was described as providing complete ante-natal, natal 
and post-natal supervision under the clinical direction of 
the same whole-time specialist. The links in the 
chain comprised ante-natal clinics, maternity hospitals, 
domiciliary midwifery service and post-natal clinics. The 
services of the borough obstetrician are at the disposal of 
all the medical practitioners in the area. Independent 
midwives may send their patients for single consultations 
or for complete ante-natal supervision as desired. The 
borough midwives attend as maternity nurses those 
patients who have booked the services of their own doctors. 
In practically all the obstetric emergencies which occur 
in the borough the patients are admitted to the maternity 
department of one of the borough hospitals. The greatest 
care is taken to ensure cooperation both within the service 
itself and between the service and the medical practitioners 
and independent midwives in the borough. The service has 
the advantage of the advice of the Council’s consultants, 
of which it makes free use. 

In his latest report Thomas states that the scope of 
the service has grown to such an extent that it now deals 
with about three-quarters of the total births in Croydon. 
Thus in 1943 a total of 3,785 live births and still births 
were credited to the borough; of these 2,876 were dealt 
with by the service. In addition about 200 patients were 
referred by nursing homes and independent midwives for 
ante-natal supervision or specialist opinion, and about 
50 patients were seen by the specialist in consultations 
with their own doctors. (Abortions and ectopic gestations 
are excluded from these figures.) It is estimated that 
85% of the expectant mothers of Croydon during 1943 
came at one time or another under the clinical influence 
of the service. It would be expected that the provision of 
the facilities described would be followed by low mortality 
rates, and this is exactly what has happened. Before the 
mortality is discussed, however, the totals for the years 
1937 to 1945 must be stated. During this period the number 
of “booked” patients was 18,632. Of these patients 7,103 
received treatment at one maternity hospital and 4,103 
at another; 7,426 received domiciliary treatment. Among 
the 18,632 mothers there were 190 sets of twins; there 
were no triplets. 

Among the mothers there were 17 deaths; three died 
undelivered and 14 after delivery. This gives an overall 


1The Lancet, January 19, 1946. 
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mortality rate of 0-9 per thousand total births. This low 
rate compares more than favourably with others. Thomas 
gives a table which shows that the rate for Croydon 
County Borough for the years 1938 to 1943 was 1-69 and 
for the whole of England and Wales 2-43. In the record 
of an investigation into maternal mortality in the metro- 
politan area of Sydney, published in this journal on 
December 30, 1944, we read that in 1943 there were in 
New South Wales 167 maternal deaths and that the total 
number of births was 58,730. This gives a maternal death 
rate of 2-8. It is interesting to note that variations occur 
from year to year. In Thomas’s table the maternal 
mortality for England and Wales during the period 
1938-1943 has in no one year been below 2-01%.. In 1943, 
however, the maternal death rate in the Croydon County 
Borough was 0-53 as against 0-7 for the Croydon Obstetric 
Service. In New South Wales the maternal death rate 
for 1943 of 2-92 per thousand live births is the lowest 
figure since 1936. 

Of the 18,822 infants delivered at Croydon, 416 were 
stillborn—a stillbirth rate of 22-1 per thousand total 
births. When the neo-natal mortality during the first 
three weeks of life was computed it was found that the 
neo-natal mortality was 15-2 per thousand live births. 

In regard to abnormalities it is to be noted that there 
were 476 breech deliveries, an incidence of 2:5%, with 
no maternal mortality; the fetal mortality is not stated. 
One of every 23 infants was delivered by forceps, a total 
of 850 applications or 43%; three mothers died. 
Cesarean section was performed on 301 patients, an 
incidence of one in 61 cases, or 16%. The lower section 
was performed in 243 cases. Six monthers died. There 
were 118 cases of placenta previa. In 22 of these cases 
in which the placenta was centrally placed and in 12 in 
which it was marginal, Cesarean section was performed. 
In the remaining cases the membranes were ruptured and 
traction was made on the fetal scalp. There was no 
maternal mortality. There were 81 cases of abruptio 
placente; one patient died undelivered. Under the heading 
of toxemia were included all patients suffering from pre- 
eclamptic toxemia, eclampsia, essential hypertension and 
acute pyelitis of pregnancy. The total number of patients 
admitted to hospital with these conditions was 1,427, there 
being 152 cases of acute pyelitis. Ten patients developed 
eclampsia and most of the fits were of the post-partum 
variety. One patient died undelivered. The low incidence 
of toxemia is attributed to the practice of inducing 
labour at the most suitable moment—when further treat- 
ment was thought to be unwise from the point of view of 
the mother’s future health or when it was thought likely 
that eclampsia would occur if the pregnancy was allowed 
-to proceed further. There were two cases of spontaneous 
rupture of the uterus and one in which rupture of the 
rectus abdominis muscle occurred. 

Of the seventeen deaths, ten were due directly to 
Pregnancy and seven were not directly due to, but were 
associated with it. Ten deaths occurred after delivery in 
hospital and two after delivery at home; three women died 
undelivered in hospital. Maternal deaths may be classed 
as preventible and non-preventible. The details given of 
the Croydon deaths are meagre—little more than causes 
are stated. They cannot therefore be discussed. Most 
obstetricians will agree, however, that they would rather 
not see references to trial labour followed by Cesarean 
section and peritonitis, or to death from concealed and 
revealed accidental hemorrhage, or to spontaneous rupture 
of the uterus during a second eclamptic convulsion in the 
first stage of labour. 

Of the value of this obstetric service and of its success 
there can be no doubt. If we look for the reasons we shall 
find them in the organization and in the confidence that is 
inspired in the community which it serves. The medical 
officer in charge is obviously skilled in his subject and he 
has at his command every special aid that he may need. 
No doubt fault might be found with certain points. 
Apparently patients may be sent for only one ante-natal 
examination. Continuous supervision is the desirable 
Practice, but it cannot be enforced and one consultation 
is better than none; it is likely quite often to lead to 


more. With the aid of radiologist, pathologist and other 


specialists, including an “emergency flying squad” for 
blood transfusion and so forth, a skilled obstetrician should 
be able to do good work. At Croydon the officer in charge 
of the service has an advantage which obstetricians in 
this country, condemned to the domiciliary practice of 
obstetrics, do not enjoy—he is able to have his patient 
admitted to a well-equipped, and we must suppose, 


adequately staffed, hospital whenever admission is neces- 
sary. This admirable form of obstetric practice depends 
on organization, equipment, skill and confidence. 


THORACIC COMPLICATIONS OF TYPHOID AND 
SALMONELLA INFECTIONS. 


Ir may be thought that typhoid fever is not common 
enough to arouse interest in its rarer complications, but 
epidemics still occur from time to time in civil com- 
munities. In the Moorabbin outbreak of 1943, Hilda 
Gardner reported the recovery of the Bacterium typhosum 
from the sputum of a patient who had a complicating 
pneumonia, and also from the pus of an empyema which 
formed later... In five other cases with pulmonary com- 
plications, Staphylococcus aureus was demonstrated as a 
secondary infector of the lungs, but Bacterium typhosum 
was not found. Salmonella infections are by no means 
uncommon. It should now be well recognized that the 
salmonellas are of much greater importance and variety 
than the paratyphoid varieties which used formerly to be 
thought of only as poor relations of the better known 
typhosus family. It might be expected that these infections 
also would occasionally cause pulmonary complications, 
since some, such as the Salmonella enteritidis, are prone 
to cause pyogenic metastases. ‘Bhis feature is apparently 
rare; accounts published in this journal and other recent 
medical literature make little if any mention of it. 

George R. Minor and M. Lawrence White have described 
some unusual thoracic complications of typhoid and 
salmonella infections.2 They point out that continental 
clinicians were well aware of such complications of typhoid 
fever fifty years ago, and numbers of cases complete with 
bacteriological proof were reported then. Abscesses of 
the lung due to proven typhoid infection have also been 
reported of recent years. Typhoid pleurisy was thoroughly 
studied by the French authors, who insisted that it was by 
no means rare, and one writer claimed that pleural effusion 
occurred in some 2% of cases. Authors of modern text- 
books, admittedly basing their descriptions on lessened 
clinical material, regard it as a somewhat rare event. 
Minor and White report two cases of typhoid empyema 
and one of the classic if uncommon osteochondritis of the 
ribs. They also present notes of a case of empyema due to 
-Salmonella cholere suis and one of costal chondritis with 
abscess due to the same organism. In all cases except one 
successful surgical treatment was carried out. 

A rare and remarkable case has just been described by 
J. F. C. C. Cobley and T. E. Wilson, occuring in a military 
hospital. Surely suppurative pericarditis due to this cause 
must be very unusual, and the successful outcome is one 
calling for congratulation. In this case it was the blegdam 
variant of Salmonella enteritidis that was the infecting 
agent. While we hope that the rigorous application of 
modern preventive methods will continue to make out- 
breaks of typhoid fever less and less common, it is too 
much to expect that the disease will die out. Preventive 
inoculation has been again proved during this war to be 
a reliable safeguard, provided a potent vaccine is correctly 
used, but the hungry and homeless people of countries less 
favoured than ours are by no means free from the danger 
of attack by this old enemy. The salmonella group is of 
great interest to the bacteriologist, and special facilities, 
as previously pointed out in these pages, are necessary for 
exact identification. Clinicians are becoming more aware 
of its importance, and in obscure pyrexias, epidemics and 
unexplained metastatic suppurations, the possibility of 
such infections should be remembered. 


2THp MEDICAL JOURNAL OF AUSTRALIA, May 19, 1945. 
2Annals of Internal Mi , January, 1946. 
*THp MEDICAL JOURNAL OF AUSTRALIA, March 30, 1946. 
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Abstracts from Wedical 
Literature. 


MEDICINE. 


Tuberculosis. 


H. C. HinsHaw, W. H. FELDMAN AND 
K. H. Pruerze (Annals of Internal 
Medicine, May, 1945) discuss the present 
status of chemotherapy in tuberculosis. 
It has been shown that sulphanilamide, 
sulphapyridine, azolphamide and promin 
retard the progress of tuberculosis in 
the guinea-pig. Diasone and promizole 
are drugs of similar series which have 
also been tested on guinea-pigs. 
Promin was not well tolerated by 
human beings in doses sufficient to 
give adequate blood concentrations, but 
after 36 patients had been treated con- 
tinuously, optimistic reports were made 
in regard to a number of them. Diasone 
has not found much favour in the eyes 
of its users, but promizole, which is 
less toxic, has had some beneficial effect 
in cutaneous tuberculosis, though it 
has certainly been ineffective in the 
treatment of renal tuberculosis and 
tuberculous meningitis. Twelve to 
sixteen grammes per day was the usual 
dose at first, but symptoms of anzemia 
and nausea caused a reduction in dose 
to eight to ten grammes per day. Its 
effect in pulmonary tuberculosis is only 
now being studied. With large doses up 
to 24 grammes daily adverse effects on 
the blood have been noted, and in a 
few cases allergic sensitivity has 
appeared in the form of a _ toxic 
erythema ten to twenty days after 
the commencement of treatment, but 
has disappeared when-the drug was 
withheld. The blood concentrations of 
promizole have been from one to three 
milligrammes per 100 millilitres as a 
rule. No serious toxic effects have been 
noted among 85 patients treated by the 
authors. Generally the authors con- 
sider that the standard methods of 
treatment for tuberculosis should be 
adhered to at the present time in the 
majority of cases. 


Peptic Ulcer. 


L. M. Morrison (American Journal 
of Digestive Diseases, October, 1945) 
describes experiments on dogs in 


which induced peptic ulcer was pre- . 


vented by feeding with a hog stomach 
preparation. Ten dogs were fed with 
25 grammes of yellow cinchophen 
(phenylquinoline carboxylic acid) daily 
in addition to their normal diet. White 
cinchophen was found ineffective for 
peptic ulcer production. All the dogs 
developed peptic ulcers, mostly on the 
lesser curvature, within two to four 
months. The ulcers were identical with 
human peptic ulcers. Another series 
of twelve dogs was also fed with 2-5 
grammes of yellow cinchophen daily, 
but half a pound of a fresh extract of 
hog stomach and duodenum was also 
given in addition to the normal diet. 
None of these dogs developed peptic 
ulcer. In eight dogs, however, there 
was aé diffuse superficial gastritis 
affecting the lesser curvature of the 
stomach sometimes associated with 
superficial punctate hemorrhages, pig- 
mented patches or large amounts of 
thick tenacious mucus. Similar findings 
were reported by Stalker and others 
with the prophylactic use of a duodenal 
extract in cinchophen ulcers of dogs. 


The author 
clusions, but he states that the results 
obtained warrant further investigation 
into the therapeutic effect on human 


hesitates to draw con- 


peptic ulcer of a hog stomach and 
duodenum preparation. 

L. M. Morrison (ibidem) describes 
peptic ulcer disappearance after feed- 
ings of normal human gastric juice. 
John Hunter and others have suggested 
that a vital principle is present in the 
living stomach which prevents its own 
digestion. Babkin states that the 
mucosa of the stomach and upper small 
intestine is protected by some principle 
present in normal gastric juice, and 
that this protective principle can be 
exhausted by too prolonged contact 
with unbuffered, dilute hydrochloric 
acid. Feng, Hou and Lim showed the 
presence of an inhibitory substance 
called enterogastrone upon 
secretion by the intestinal mucosa. The 
author collected the gastric contents of 
six normal individuals over a three- 
hour period. The first gastric juice 
was discarded on account of its 
pepsin content, and the remainder was 
neutralized by sodium hydroxide and 
rendered sterile by 0°3% tricresol as a 
preservative. Ten patients with gastric 
or duodenal ulcer were treated with 
half an ounce of normal gastric juice 
diluted with two ounces of water every 
hour while awake. A normal diet was 
allowed with no restrictions. Eight of 
the ten patients were relieved of ulcer 
symp‘oms in twenty-four to forty-eight 
hours and X-ray evidence of healing 
of the ulcers was obtained in ten to 
twenty-one days. These eight patients 
have had no recurrence of symptoms in 
three years. In the ten patients there 
were five duodenal, three prepyloric 
and two gastric ulcers. Seven of the 
patients had been treated for ulcer 
previously and the longest period of 
freedom from symptoms was four 
months up to two years. Histamine was 
injected in two doses of one milli- 
gramme at hourly intervals prior to 
collection of the normal gastric juice 
because it stimulates the parietal cells 
to high acidity, inhibits the discharge 
of mucin and pepsin from the peptic 
and mucosa cells and causes a fall of 
the digestive power of the gastric juice 
to a very low level. It is suggested 
that the protective principle of normal 
gastric juice is elaborated by the 
parietal cells of the gastric mucosa. 
There is a deal of evidence that when 
the gastric mucosa is damaged by 
disease the parietal cells suffer first. 
The experiments reported herein tend 
to support these beliefs. 


Disturbances of the Gastric Feeding 
Reflex. 

P. B. Wetcu (The Journal of the 
American Medical Association, Sep- 
tember 15, 1945) has studied the gastric 
feeding reflex, which consists of an 
immediate relaxation of the muscular 
walls of the stomach on the first taste 
of food, with usually a fairly complete 
inhibition of peristalsis. He has found 
that in the presence of extragastric 
abdominal disease (such as duodenal 
ulcer, cholecystitis, hypertrophic hepa- 
titis and irritable colon) and certain 
other diseases (such as hemorrhoids 
and urethral and ureteral stricture) 
the reflex is inverted, so that with the 
ingestion of food there is an immediate 
increase in gastric tone or peristaltic 
activity or both; there is no connexion 


between the inversion of the reflex 


and the degree of acidity of the gastric 
secretion. The inversion of the gastric 
feeding reflex is almost invariably 
associated with a group of symptoms 
initiated by eating and consisting of 
a feeling of fullness, pressure, distress, 
eructations, heartburn or actual pain 
in the epigastrium. These symptoms, 
according to the author, “can be 
permanently relieved only by finding 
and correcting the extragastric patho- 
logic condition producing them”. 


Oleothorax in the Treatment of 
Tuberculous Empyema. 


P. D. anv J. J. Westra (The 
Journal of Thoracic Surgery, August, 
1945) discuss the mode of action of oil 
instilled into the pleural cavity for the 
treatment of tuberculous empyema and 
show that irritant oils such as peanut 
oil and cod liver oil are the best to 
use. Irritant oils may have a certain 
inhibitory effect upon the growth of 
tubercle bacilli (by virtue of a physical 
rather than a chemical action), but 
they also stimulate the production of 
an exudate which seals over sub- 
pleural foci of pleural infection. More- 
over, irritant oils may start an 
obliterative pleuritis, which makes pos- 
sible reexpansion of the lung. This ~ 
may be an advantage where the lung 
is not badly diseased. 

Hypertonic Solutions in the 
Treatment of Purulent 
Meningitis. 


E. S. SHatom (The Lancet, July 14, 
1945) brings forward some evidence 
that in meningitis there is often a 
partial and sometimes a complete 
obstruction to the flow of cerebro- 
spinal fluid at the foramen magnum 
caused by the raised intracranial 
tension. A “decelerating rise” of cerebro- 
spinal fluid in the spinal manometer, 
together with a sluggish response to 
Queckenstedt’s test, can, according to 
the author, be taken as a sign of 
obstruction at the foramen magnum. 
The obstruction impedes the passage — 
of penicillin from the theca to the 
cerebral circulation, where it is needed 
most. The author states that the 
obstruction to the cerebro-spinal fluid 
at the foramen magnum can be reduced 
or overcome by the intramuscular 
administration of hypertonic solutions, 
of which 20% dextfose in physiological 
saline solution is found to be the best. 
Penicillin is dissolved in this solution 
and the combined solution is injected 
every three hours. The dose of the 
hypertonic solution used by the author 
was three millilitres every three hours 
for an infant aged nineteen months 
and four millilitres every three hours 
for a child aged seven years. 


Acute Myocarditis. 


S. CanpEL AND M. C. WHEELOCK 
(Annals of Internal Medicine, Sep- 
tember, 1945) have described eleven 
cases of acute non-specific myocarditis. 
‘They point out that myocarditis is 

led as a rarity except when it is 
due to rheumatism, syphilis or 
tuberculosis. The authors consider that 
acute myocarditis is of common occur- 
rence. They refer to published reports 
in which as many as 6% of large 
series of autopsies have revealed acute 
myocarditis. In the eleven cases 
reported here, the primary disease was 
acute tonsillitis, pneumonia (two), 
scarlet fever, acute gonococcal arthritis 

(two), urethral stricture and typhus 
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fever (two). In every case the symp- 
toms were those of a severe infection, 
and routine electrocardiography re- 
vealed some abnormality of the myo- 
cardium. Prolonged conduction time, 
bundle branch block, auriculo- 
ventricular block and flattened diphasic 
or inverted 7 waves were noted. Serial 
electrocardiographs revealed that these 
abnormalities were demonstrable in 
some cases on the first day of the 
illness and at various stages through- 
out the illness. The cardiographic 
changes persisted for a variable period 
from a few days up to three months 
or more. 


Bronchiectasis. 


J. W. TxHomas, V. ORDSTRAND AND 
C. TomMutInson (Annals of Internal 
Medicine, September, 1945) discuss the 
treatment of bronchiectasis with 
sulphonamides and allergy management. 
Seventy-five cases are reported, the 
majority of long standing and proved 
by bronchograms. Nearly 30% of 
patients had a major manifestation of 
allergy of the respiratory tract. These 
patients were treated for the allergic 
condition by avoidance of the cause, 
diet, hyposensitization with allergy 
extracts, and autogenous vaccines when 
definite sensitivity was noted by intra- 
dermal tests. Moderate improvement 
was claimed for this treatment. Fifty 
patients were treated by allergy control 
and sulphonamides. The sulphonamides, 
mainly sulphadiazine, were given in 
doses of thirty grains a day for four 
weeks. This course of treatment was 
repeated up to nine times at intervals 
of three or four months. The authors 
state that very considerable improve- 
ment was noted, especially in patients 
treated with sulphonamides. 


Scarlet Fever. 


C. WESSELHOEFT AND L. WEINSTEIN 
(The New England Journal of Medicine, 
May 10, 1945), reviewing recent 
advances in the study of scarlet fever, 
quote a concise and clear description by 
Schwentker, Janney and Gordon of the 
epidemiology of the disease. These 
authors stated that when a scarlatinal 
strain of streptococcus is disseminated 
in a community, some persons escape 
infection, some who possess anti- 
bacterial immunity become infected, but 
either eliminate the organism or become 
healthy carriers, and some who possess 
no antibacterial immunity sicken. Of 
those who sicken, some possess 
no antitoxic immunity (are “Dick- 
positive’) and develop a_ scarlatinal 
rash, while some possess antitoxic 
immunity and develop their strepto- 
coccal tonsillitis (or puerperal fever or 
erysipelas as the case may be according 
to the portal of infection) without the 
scarlatinal rash. 


Pleural Effusion. 


W. S. TINNEY AND A. M. OLSEN (The 
Journal of Thoracic Surgery, June, 
1945) state that diagnosis of the disease 
present was not established in 170 of 
444 cases of pleural effusion encountered 
at the Mayo Clinic, though tuberculosis 
was suspected in 58 and metastatic 
carcinoma in 46. Among the remaining 
274 patients malignant disease was 
found to be present in 169; 42 had 
congestive heart failure and 16 had 
tuberculosis. The authors emphasize 
the necessity for careful examination 
of aspirated pleural fluid. The gross 
characteristics should be accurately 


recorded and the specific gravity and 
the number of cells present should be 
determined. A search for neoplastic 
cells should be made, for which the 
authors describe a suitable technique. 
Bacteriological study should include an 
attempt to grow tubercle bacilli. When 
the presence of chylothorax is suspected 
the fluid should be stained with Sudan 
III, shaken with ether and chemically 
analysed for fat. 


Malignant Hypertension Cured by 
Nephrectomy. 


Cc. B. Perry (British Heart Journal, 
July, 1945) reports two cases, apparently 
showing complete cure of malignant 
hypertension by the removal of a 
defective kidney. In one the renal 
lesion was an infarct, but in the other 
the cause was not determined. 


Carbohydrate Absorption in Sprue. 


B. G. Magcraitu et alii (The Lancet, 
November 17, 1945), in a preliminary 
communication on subject of 
carbohydrate absorption in sprue, show 
that in this disease, where the absorp- 
tion of glucose (which is absorbed 
mainly after phosphorylation) is gros- 
sly impaired, the absorption of fructose 
(which passes across the gut membrane 
mainly by a process of simple diffusion) 
remains unaffected. It is suggested 
that the initiation of the sprue syn- 
drome may lie in the inhibition of 
phosphorylation mechanisms in _ the 
small gut. It is known that in vitro 
magnesium plays an important part 
in phosphorylation. The authors there- 
fore decided to study the levels of 
calcium and magnesium in the plasma 
of their patients with a view to cor- 
relating them with the absorption of 
carbohydrates. No great deviations 
from normal calcium levels were found, 
even during tetany; but in two patients 
who were acutely ill and were in a 
state of tetany at the time when the 
plasma levels were determined a low 
level of magnesium was found. No 
correlation was observed between the 
magnesium content of the plasma and 
the inhibition of glucose absorption. 


Arterial Thickening. 


T. H. Howe. (British Heart Journal, 
July, 1945) has received the impression 
from the examination of several 
hundred Chelsea pensioners that ex- 
amination of the radial artery alone 
is not a good guide to the state of the 
vessels and that there is little cor- 
relation between the ophthalmoscopic 
picture and the state of the peripheral 
arteries. His own method of assessing 
the state of the pensioners’ arteries is 
to palpate the radial, brachial, temporal 
and femoral arteries on both sides. 
The vessels are compressed by the 
index and ring fingers while the middle 
finger feels the artery and rolls it 
under the finger tip; after this the 
fingers are rubbed up and down the 
course of the vessel longitudinally to 
ascertain the amount of tortuosity or 
calcification present as well as the 
amount of thickening of the wall. The 
author has found that five groups may 
be distinguished by this method, the 
first consisting of those without any 
obvious arterial thickening, the second 
of those with slight thickening, the 
third of those with arteries easily palp- 
able, the fourth with thickening of all 
the arteries examined with tortuosity 
in some of them, often accompanied by 
slight or patchy calcification of the 


radials, the fifth of those with marked 
calcification. Sometimes it is difficult 
to decide in which group a particular 
patient falls. The author has found 
truth in the general rule that thicken- 
ing, tortuosity and calcification grow 
more frequent with advancing years, 
but some octogenarians had arteries 
that would not have been abnormal in 
men twenty years younger. 


Non-Tuberculous Pneumonia 
Complicating Tuberculosis. 


G. F. Hogan (The New England 
Journal of Medicine, November 8, 1945) 
has found that the occurrence of 
pneumonia, other than terminal pneu- 
monia, complicating active pulmonary 
tuberculosis is extremely infrequent. 
Of i111 cases reported by the author, 
the course of the pneumonia was 
atypical in 60%, the course being con- 
sidered typical if there were crisis or 
lysis of the fever, clinical improvement 
and recovery and no sequele such as 
empyema and recurrent fever. It was 
concluded from the study that reactiva- 
tion of a tuberculous focus that is 
quiescent or an increase of disease in 
already active tuberculosis may be 
expected in 15% of patients who develop 
superimposed pneumonia, whether or 
not it is in the same lobe and whether 
or not it is specifically treated. The 
author asks, “Is there some antithesis 
between the growth characteristics of 
the pneumococcus and those of the 
tubercle bacillus such as to prevent 
their simultaneous growth?’, and he 
suggests investigation of the possibility 
that the products of the pneumococcus 
might be used with advantage in the 
treatment of pulmonary tuberculosis. 


Paracentesis of the Chest. 


W. E. Kuwnstiter (The Oanadian 
Medical Association Journal, December, 
1945) recommends that paracentesis of 
the chest should be performed with 
the patient lying on his diseased side, 
the chest suspended by placing the 
hips at the edge of the bed and the 
shoulders and head on a chair at a 
distance of not more than a foot from 
the bed, so that when the operator, 
sitting or kneeling on the floor, enters 
the needle in the axillary line in about 
the fifth intercostal space it encounters 
the fluid at its lowest point. Thus it 
is not only possible to obtain fluid even 
when a very small quantity is present, 
but it is possible to drain the pleural 
cavity completely even of the sediment 
which is otherwise collected in the 
costo-phrenic sinus. The author points 
out that when the chest is punctured 
below the angle of the scapula with 
the patient sitting erect the diaphragm 
may be pierced if it happens to be 
elevated. 


Night Cramps. 


J. H. NicHOLSON AND A. FaLtk (The 
New England Journal of Medicine, 
November 8, 1945) have found that 
distressing cramps in the calves, occur- 
ring at night, such as are usually met 
with in elderly people, are not uncom- 
mon in military medical practice. They 
found that the cramps occurred in 
healthy persons, but were often 
associated with static deformities of 
the feet. A tablet of five grains of 
quinine sulphate taken nightly before 
retiring usually gave complete relief 
after a few doses, and the treatment 
could then be discontinued. 
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British Wedical Association Mews. 


MEETING OF THE FEDERAL COUNCIL. 


A MEETING of the Federal Council of the British Medical 
Association in Australia was held at British Medical Associa- 
tion House, 135, Macquarie Street, Sydney, on March 5, 6 
and 7, 1946, Sim Henry NEWLAND, the President, in the chair. 


Representatives. 


The following representatives of the Branches were 
present: 
New South Wales: Dr. A. J. Collins, D.S.O., M.C., and Dr. 
W. F. Simmons. 
Queensland: Dr. A. E. Lee and Dr. H. W. Horn. 
South Australia: Sir Henry Newland, C.B.E., D.S.O., and 
Dr. R. J. Verco. 
Tasmania: Dr. C. Craig. 
Victoria: Dr. F. L. Davies and Dr. T. E. Victor Hurley, 
C.B., C.M.G., V.D. 
Western Australia: Dr. N. M. Cuthbert and Dr. R. D. 
McKellar Hall. 
The Western Australian Branch appointed Dr. R. D. 
McKellar Hall as substitute for Dr. F. W. Carter. 


Appointment of Office Bearers. 


Only one nomination had been received for the office of 
president, that of Sir Henry Newland, who was declared 
elected. Two nominations had been received for the office 
of vice-president, those of Dr. A. J. Collins and Dr. T. E. V. 
Hurley. The names were submitted to a ballot and Dr. 
Hurley was elected. Only one nomination had been received 
for the office of honorary treasurer, that of Dr. W. F. 
Simmons, who was declared elected. 

A discussion took place on the reappointment of the 
General Secretary. It was pointed out that when Dr. 
J. G. Hunter was appointed to the office of general secretary, 
the intention of the Federal Council was that the office 
should before long be a full-time office. According to an 
arrangement made with the New South Wales Branch, Dr. 
Hunter acted for part of his time as General Secretary of 
the Federal Council and for the other part as Medical 
Secretary of the New South Wales Branch. In the work 
of the New South Wales Branch he had the help of an 
Assistant Secretary in the person of Dr. Hugh Hunter. Dr. 
Hugh Hunter had recently notified his intention of resigning 
his appointment with the New South Wales Branch, and the 
Federal Council realized that it would be difficult for Dr. 
J. G. Hunter to sever at once his connexion with the New 
South Wales Branch. In reply to a question, Dr. Hunter 
said that he was giving about two-thirds of his time to the 
work of the Federal Council and about one-third to the 
work of the New South Wales Branch. He did not think 
that at the present time the work of the Federal Council 
was sufficient to occupy his whole time. After discussion 
with the executive officers of the New South Wales Branch, 
the Federal Council resolved that the New South Wales 
Branch should be asked to free Dr. Hunter as soon as was 
convenient, in order that he might undertake full-time 
duties as General Secretary of the Federal Council. In the 
meantime he was reappointed General Secretary of the 
Federal Council on a part-time basis. 


The Retirement of Dr. T. A. Price and Dr. H. C. 
Colville. 

The President referred to the retirement of Dr. T. A. Price 
and Dr. H. C. Colville, who had been members of the Council 
for many years, and to the value of the services rendered 
by them. It was resolved that letters should be written to Dr. 
Price and Dr. Colville, expressing the appreciation of the 
work performed by them while they were members of the 
Federal Council, and informing them that the Council had 
placed on record a minute of its appreciation. 


Finance. 

Dr. W. F. Simmons presented the financial statement and 
balance sheet as at December 31, 1945. The statement, 
which included the Federal Council account and the Aus- 
tralasian Medical Congress (British Medical Association) 
Fund Account, was received and adopted. 


Medical Officers’ Relief Fund (Federal). 


On behalf of the trustees, Dr. W. F. Simmons presented an 
interim report of the Medical Officers’ Relief Fund (Federal) 
for the half-year ended December 31, 1945. Dr. Simmons 


pointed out that at December 31, 1945, the amount owing in 
respect of five loans had been decreased as compared with 
the previous year. The fund was still making grants to 
seven children and widows of deceased medical officers, and 
enly in the previous week a new applicant for relief had 
come forward. The report was received. 


Refugee Medical Practitioners from Europe. 


The General Secretary reported that he had received a 
letter from the secretary of the Office for Refugee Physicians, 
Geneva, inquiring into prospects for medical practitioners 
from Europe who wished to settle in Australia. The General 
Secretary said that he had replied, setting out the pro- 
visions of the medical acts in the several States and 
indicating the present position in regard to rehabilitation of 
medical officers from the armed forces and the supply of 
medical practitioners from Australian universities. The 
Secretary's action was approved. 


Decorations Received by Medical Officers of the 
Australian Armed Forces. 


The General Secretary announced that on behalf of the 
President and members of the Federal Council he had offered 
congratulations to the following members of the -Australian 
Armed Forces who had been honoured by His Majesty the 
King: Captain E. W. Levings, O.B.E.; Lieutenant-Colonel 
M. S. Alexander, O.B.E.; Lieutenant-Colonel D. A. Cameron, 
O.B.E.; Lieutenant-Colonel L. G. Hill, O.B.E.; Lieutenant- 
Colonel L. E. Le Souef, O.B.E.; Major C. A. C. Leggett, 
M.B.E.; Captain H. Busby, M.C. 


Overseas Travelling Fellowships. 


Reference was made to an advertisement of overseas 
travelling fellowships, which had appeared in THE MeEpIcaL 
JOURNAL OF AUSTRALIA. The General Secretary also said that 
a letter had been received from the Acting Director-General 
of Health, advising that he had received a cable from 
Washington that there would be no moneys available for 
research purposes from the Commonwealth Fund. Dr. 
Victor Hurley referred to the question of taxation, and 
pointed out that the position of travelling fellows would be 
extremely difficult when the Federal Department of Taxation 
had taken what it regarded as its taxation dues from the 
amount paid to the fellow. Dr. A. J. Collins said that he 
understood the Prime Minister to be sympathetic in the 
matter, but the position apparently was that an amendment 
of the Income Taz Act was necessary if scholarships and 
fellowships were to be exempt from taxation. Dr. Collins 
suggested that as the universities were also concerned, the 
matter should be discussed with a meeting of vice- 
chancellors, so that some combined action might be taken. 
He was of the opinion that the taxation of fellowship grants 
made by bodies outside Australia was calculated to lower 
Australian prestige. Dr. A. E. Lee brought up the question 
of taxation of all sums of money spent for overseas study. 
He was of the opinion that sums of money spent in that way 
should be allowable income tax deductions. They were 
certainly part of the expenses of running a practice. Dr. 
W. F. Simmons suggested that the National Health and 
Medical Research Council might be interested and should 
also be included. After further discussion it was resolved 
that a direct approach should be made to the Prime Minister 
in regard to the question of exemption from taxation of 
moneys paid to holders of scholarships and fellowships, and 
that a letter should also be written to the Committee of Vice- 
Chancellors of the Universities of Australia suggesting a 
joint approach to the Prime Minister. 


The Retirement of Surgeon Captain W. J. Carr and 
Air Vice-Marshal T. E. V. Hurley. 


The General Secretary read copies of letters from the 
President to Surgeon Captain W. J. Carr on his retirement 
from the post of Director-General of Medical Services of 
the Royal Australian Navy, and to Air Vice-Marshal T. E. V. 
Hurley on his retirement from the post of Director of Medical 
Services of the Royal Australian Air Force. Replies to the 
letters were 


The Australasian Medical Publishing Company, 
Limited. 


Reference was made to the cessation of publication of THE 
MepicaL JOURNAL OF AUSTRALIA owing to industrial disputes 
and the rationing of electrical power. It was also noted 
that the Australasian Medical Publishing Company, Limited, 
had kept a supply of back numbers of THe MepicaL JOURNAL 
or AusTRALIA, which would be made available to returned 
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prisoners of war who desired to have them. The Federal 
Council adopted a resolution thanking the company for its 
action. 

The Publicity Committee. 


The reappointment of the Publicity Committee of the 
Federal Council was discussed. Dr. A. J. Collins said that 
he thought it would be an advantage to have a Victorian on 
the committee, and Dr. W. F. Simmons pointed out that 
the committee as at present constituted had powers of 
cooption. He also pointed out that in the majority of 
instances any crises that had to be met would be local. Dr. 
N. M. Cuthbert moved that the Publicity Committee should 
consist of two members from New South Wales and one 
from Victoria. Dr. Victor Hurley pointed out that two 
aspects had to be considered—first of all, the events hap- 
pening from day to day and then those which he thought 
might be included in the description of long-range events. 
The motion was carried, and it was then decided that the 
Publicity Committee should consist of Dr. A. J. Collins, Dr. 
W. F. Simmons and Dr. H. C. Colville. 


The Federal Organization Fund. 


The General Secretary announced that contributions had 
been received towards the Federal Organization Fund as 
follows: Tasmanian Branch, £127; New South Wales Branch, 
£1,000; Queensland Branch, £500; Victorian Branch, £637; 
South Australian Branch, £365. Dr. N. M. Cuthbert 
explained that no reply had been received from the Western 
Australian Branch on account of local difficulties concerned 
with clerical assistance. It was resolved that £2,000 of the 
fund should be invested in the Commonwealth Security 
Loan, to be launched on March 12, 1946. 


The Federal Medical War Relief Fund. 


A communication was received from the Western Aus- 
tralian Branch in regard to the appointment of Dr. H. H. 
Stewart to take the place of Dr. J. P. Ainslie on the 
Local Committee of Management for Western Australia. 
The members of the committee for Western Australia were 
Dr. F. W. Carter, Dr. L. A. Hayward and Dr. H. H. Stewart. 

The deed of trust of the fund was presented by the 
General Secretary together with some correspondence from 
the solicitors and the Branches. One or two amendments 
had been made to the deed of trust. The definition of “the 
war” had been amended to read as follows: 

“The war” means the war which commenced on the 
third day of September, one thousand nine hundred and 
thirty-nine, and includes any war in which His Majesty 
became engaged after that date and before the date of 
these presents and for the purpose of these presents 
with respect to each country with which His Majesty 
has been engaged in war after the third day of 
September, one thousand nine hundred and thirty nine, 
the war shall continue and be deemed to have continued 
until the conclusion by His Majesty of a treaty of peace 
with such country, or until it is proclaimed by the 
Governor-General that the war with such country no 
longer exists, whichever is the earlier. 

It was thought that the term “war service” should be defined 
for purposes of the fund. After discussion it was resolved: 

That for the purposes of the deed of trust of the 
Federal Medical War Relief Fund, “war service” be 
defined as full-time service with the armed forces of 
the British Empire. 

A request was received from the Queensland Branch that 
the conditions of the fund should be widened to allow 
benefactions to be made to returned medical officers who 
had died or were suffering from illness not necessarily the 
result of active service. It was pointed out in discussion 
that the several States had their medical benevolent funds, 
and that it was not possible to expand the Federal Medical 
War Relief Fund. If the Federal Council wished to comply 
with the request of the Queensland Branch, it would be 
necessary to create a new fund. 

The General Secretary reported that the letter of appeal 
had been sent to members of the profession in Australia, and 
that replies had been received from some of the Branches 
setting out the amounts that they had already received. 


Iliness of Dr. F. MacCallum. 

The President reported to the members of the Federal 
Council that Dr. F. McCallum, Director-General of Health 
of the Commonwealth Department of Health, was seriously 
ill, and the Council decided that a letter of sympathy should 
be sent to him. 


Special Groups. 

The General Secretary reported that he had received from 
the Australian Society of Anesthetists, which had now 
become a special group within the British Medical Associa- 
tion in Australia, a copy of its constitution together with 
the objects and list of members. 


Organization of the Profession. 


Constitution of the Federal Council and Autonomy of the 
Branches in Australia. 


A letter was received from the Queensland Branch, stating 
that the Branch Council had instructed its delegates to move 
that an alteration of the method of representation of 
Branches on the Federal Council should be effected. The 
Council of the Queensland Branch was of the opinion that 
representation of the Branches should be more proportional 
to their numerical strength. It recommended that a primary 
modification of the Council should be made, so that New 
South Wales would have four representatives, Victoria three 
representatives, South Australia two, Western Australia two, 
Queensland two and Tasmania one, and also that such 
representation should be subject to review every five years. 
The Queensland Branch further suggested that, subject to 
such proportional representation being secured, negotiations 
should be continued with the Central Council of the British 
Medical Association to obtain complete autonomy of the 
profession in Australia by vesting in the Federal Council 
the powers now exercised by the Central Council. The 
Queensland Branch Council thought that the Branches in 
Australia should be asked to delegate to the Federal Council 
sufficient powers to enable it to exercise a governing 
function over the profession in Australia. The General 
Secretary said that the Queensland recommendations had 
been sent to the Branches and some replies had been 
received. The New South Wales Branch approved of the 
first part of the Queensland recommendation in regard to 
proportional representation, but it disapproved of the sug- 
gestion that a complete autonomy should be secured. The 
Victorian Branch thought that the present constitution of 
the Federal Council should remain unchanged, and it was 
opposed to the severance of the link with Great Britain. 
The South Australian Branch thought that the matter 
should be considered by the Federal Council, and that a 
report should be made to the Branches. The General 
Secretary pointed out that every member of the Council 
was aware of the constitutional position. The President 
remarked that the securing of complete autonomy by the 
Australian Branches did not necessarily mean severance 
of the link with Great Britain. It was quite possible to have 
autonomy without severance, and he was of the opinion 
that the question of the formation of an Australian Medicai 
Association was bound to come up in the future. Dr. A. E. 
Lee said that the Queensland Branch had been activated by 
several reasons. In the first place the Queensland Branch 
had brought up the question of increased powers of the 
Federal Council on a previous occasion, and it had been 
felt that no change should be brought about during the war. 
The ‘Branch thought that the present time was suitable for 
such a discussion. The Queensland Branch Council had 
been urged by one of the senior members of the Branch, 
Dr. E. S. Meyers, to press for the formation of an Aus- 
tralian Representative Body, and for the consequent assump- 
tion by the Federal Council of the role of an Executive 
Committee of the Representative Body. The Queensland 
Branch Council, however, thought that such an arrange- 
ment would be too costly, and that it would not be more 
satisfactory than proportional representation on the Federal 
Council. Discussing the position further, Dr. Lee pointed 
out that Queensland had once found itself in a minority, 
and had asked whether it was bound to observe a majority 
decision. It had then been suggested that a legal opinion 
should be obtained, and this was to the effect that the 
Branches could not be bound by a decision of the Federal 
Council. Dr. Lee agreed that there was a moral obligation 
to be bound by Federal Council decisions. At the same time 
the Queensland Branch did not think it satisfactory that the 
Federal Council had no binding powers. A perpetuation of 
the present state of affairs would be unsatisfactory for the 
future medical practice in the Commonwealth. If the 
Federal Council was to be a governing body, it would have 
to obtain powers from the Central Council, and the State 
Branches would also have to agree to be bound. Dr. Lee 
was strongly of the opinion that if the Federal Council was 
to be trusted, it would have to have proportional repre- 
sentation. Dr. Lee concluded his remarks by asking whether 
the Federal Council really needed further powers, and 
whether it was satisfied with the present position. In reply 


to a question by Dr. C. Craig about what complete autonomy 
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really meant, the General Secretary said that it would mean 
complete power for the Australian Branches to govern 
themselves without any reference to the Parent Body. At 
the present time questions of ethics and other matters had 
to be referred to the Parent Body. Though the Branches 
did to a certain extent run their own units, they were still 
children of the Parent Body. Dr. F. L. Davies could not 
remember any case since 1917 in which any ethical matter 
had been referred to the Parent Body. He thought that the 
Australian Branches were free as they stood, and that no 
further powers were needed. Dr. N. M. Cuthbert asked what 
was behind the Queensland suggestions. If the Queensland 
idea was adopted, would it mean that the individual mem- 
ber’s subscription would be the same through the whole of 
Australia? Dr. H. W. Horn replied that the Queensland 
Branch believed that the Federal Council should have power 
to bind the Branches, and that these powers should be 
delegated to it, and then that the Federal Council should be 
so constituted that it would enjoy the full confidence of the 
profession in Australia. For this it held that proportional 
representation was necessary. Dr. A. J. Collins said that 
the New South Wales Branch agreed in regard to the 
question of proportional representation, though the repre- 
sentation suggested by the Queensland Branch was not 
strictly proportionate to the number of Branch members. 
The Federal Council at its inauguration was intended to be 
a coordinating body, and for this reason the same number 
of representatives were elected from each Branch. This 
aspect was archaic. If the Federal Council was to govern 
the Branches, representation should be proportionate, other- 
wise the idea of the Federal Council as a governing body 
would not be acceptable. If the Federal Council was to 
remain a coordinating body, there was no need to bring 
about any change. The Branches had determined that the 
Federal Council could speak for them. What did this mean? 
It meant that the Federal Council would speak only after 
the fullest consultation with the Branches. The Federal 
Council had in the past refused to speak if one Branch 
had not made up its mind in regard to a certain matter. 
One example had occurred in the previous year, when the 
Victorian Branch had not made up its mind in regard to the 
hospital problem. On that occasion the Federal Council had 
refused to speak, and of that Dr. Collins quite approved. 
What was happening was that a constitution for the Federal 
Council was being evolved. There was no rigid written 
constitution. What was evolving was an attitude to speak 
only with discretion when the Federal Council knew what 
it meant. This meant that power would be granted to it 
for each separate occasion. He was of the opinion that it 
was far better to evolve than to adopt some predetermined 
constitution. In to local autonomy, this might or 
might not be desirable. Dr. Collins thought that it would, 
but not at present. Everyone appeared to be attacking 
Great Britain at the present time, and anything that the 
members of the Branches did to make Britain feel that they 
were turning against her was bad. This was a sentimental 
point of view perhaps, but it was right. He agreed that a 
demand for increased autonomy would come. At the present 
time it was a movement from the top and not a movement 
from below. Until the move for autonomy was a rank and 
file movement, the request remained purely academic. He 
concluded with the remark that if the power of the Federal 
Council was to be altered, representation would have to be 
on a proportionate basis. He agreed for the time being with 
Queensland's suggested numbers. Dr. C. Craig congratulated 
Dr. Collins on his remarks. He said that Queensland asked 
for increased powers for the Federal Council. Dr. Craig 
wanted to know how decisions granted under increased 
powers could be enforced once the power had been obtained. 
That was the problem in all democracies. Dr. Craig 
referred to the need in democratic communities for the 
education of public opinion. It was always necessary in 
any important matter to consult with the people concerned. 
As an instance of the unanimity which might be achieved, 
he referred to the decisions in regard to the Pharmaceutical 
Benefits Act. Dr. Craig thought that it would be dangerous 
to attempt to secure more power for the Federal Council at 
the present time. There was in the Federal Council a 
federal atmosphere. The members thought federally, and 
proportional representation would perhaps lead to more 
State as opposed to federal thought. Tasmania would not 
agree to a separation from Great Britain. Dr. Victor Hurley 
referred to the conversations that had taken place with 
the Council of the Parent Body in 1938. The Home 
authorities had in effect said that if the Australian Branches 
would state what powers they wanted reposed in the Federal 
Council, the Home authorities would grant them. The 
Victorian Branch had determined on sentimental grounds 


that no move should be made at the present time. Victoria 
thought that the Federal Council had sufficient control as 
matters stood, and did not want to see the relations with 
the Parent Body disturbed. The question of powers for the 
Federal Council in relation to the Branches would be largely 
determined during the next year or two in the political 
world. If the Federal Government failed to secure the 
powers at which it aimed, the States would continue to 
exercise their powers. Dr. Hurley thought that it was better 
to retain the organization as it stood. He thought that Dr. 
Craig’s point was well taken about the enforcement of 
powers that might be granted. If the States altered their 
relations with the Federal Government, then the Federal 
Council might have to effect some change. Dr. W. F. 
Simmons said that he would like to know what the feelings 
of the Branches were in regard to the numbers suggested 
by Queensland. Dr. R. J. Verco said that South Australia 
would be satisfied with two representatives. He thought 
that a State with only one representative would be in a 
very awkward position, because when that representative 
retired it would be represented by a member who had no 
previous experience whatever of the Federal Council work. 
Dr. N. M. Cuthbert said that the Western Australian Branch 
thought that principles were being mixed with the question 
of proportional representation. With the present set-up 
the representation was adequate, but if reorganization took 
place, then a change would be needed. The President said 
that if the proposal of Queensland was adopted, it would be 
sent to the Branches as usual. In his opinion the position 
was somewhat Gilbertian. He agreed with Queensland 
entirely. It would not weaken the link with the Old 
Country in any way if the Australian Branches had complete 
autonomy and were in affiliation only with the Parent Body, 
having themselves formed an Australian Medical Association. 
It was absurd that Australia should have to refer questions 
to England for consent when it was known perfectly clearly 
beforehand that consent would be given. This was the 
Gilbertian side of the picture. It had been said that the urge 
should come from below. He doubted whether this would 
ever happen, because few matters stirred the general prac- 
titioner until they touched his pocket. He thought that the 
whole matter should be debated by the Branches. After 
acting as President of the Federal Council for some twenty 
years, he was impressed by the futility of a great deal that 
the Federal Council did. He himself would welcome the 
formation of an Australian Medical Association affiliated 
with the British Medical Association in England. After 
further discussion Dr. A. E. Lee gave notice that he would 
move at the next meeting of the Federal Council as follows: 


1. That steps be taken to modify the composition 
of the Federal Council so as to secure a repre- 
sentation of Branches more proportional to their 
numerical strength. 

It is recommended that the primary modification of 
the Council should consist of: New South Wales, 
four (4) representatives; Victoria, three (3) repre- 
sentatives; South Australia, two (2) representatives; 
Western Australia, two (2) representatives; Queens- 
land, two (2) representatives; Tasmania, one (1) 
representative; and that such representation shall 
be subject to review every five years. 

2. That negotiations be resumed with the Council 
of the British Medical Association to secure 
autonomy of the profession in Australia by vesting 
in the Federal Council the control over the Aus- 
tralian profession now exercised by the Central 
Council; and that the Branches in Australia should 
be requested to delegate to the Federal Council 
whatever additional powers are necessary to enable 
it to exercise a governing function over the pro- 
fession in Australia. 

Finance and the Western Australian Branch. 

The General Secretary reported that he had received a 
letter from the Western Australian Branch in regard to 
the proposed reorganization of the Association in Australia. 
A resolution had been adopted by the Western Australian 
Branch to the effect that although the Branch was not 
prepared at the moment to make any concrete proposals 
on the matter, the Federal representatives of the Branch 
were instructed to introduce informal discussions with a 
view to obtaining the preliminary views of the other 
Branches before proposals were presented at the next 
meeting of the Federal Council. Dr. N. M. Cuthbert explained 
that the Western Australian Branch was in serious financial 
difficulties. The Branch subscription was at the present 
time nine guineas per annum, and the Branch was at an 
awkward stage in its evolution. It had passed beyond the 
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stage at which it could be conducted by voluntary officers, 
and as matters stood the activities of the Branch would 
have to be cut down or the subscription would have to be 
raised or some financial assistance should be given to the 
Branch. Some discussion took place on the constitutional 
position of the Federal Council in regard to its ability to 
make grants to the Branches. Dr. F. L. Davies pointed out 
that the question was entirely a new one for the Federal 
Council, and he thought it should be referred to the Branches. 
It was finally resolved that the Honorary Treasurer of the 
Federal Council should take up the matter with the Treasurer 
of the Western Australian Branch, and that the General 
Secretary on his next visit to Western Australia should 
discuss the matter with the Western Australian Branch 
Council. 

Medical Registration. 


The General Secretary stated that he had had some 
correspondence with the Parent Body in London in regard 
to the opportunities for practice in Australia available to 
practitioners from England. He reported that he had 
informed the Home Association of the conditions under 
which graduates from overseas would be allowed to practise 
in the several States, and he had pointed out that the 
success attained by such a graduate would depend largely 
upon his own skill and initiative. The General Secretary's 
action was approved. 


The National Health and Medical Research Council. 


The Federal Council had before it a report from Dr. 
W. F. Simmons, the Federal Council’s representative on 
the National Health and Medical Research Council, of a 
meeting of the Council held at Canberra on November 19 
and 22, 1945. Dr. Simmons amplified his written report by 
referring to the lack of appreciation by the Commonwealth 
Government of the tuberculosis problem. He pointed out 
that the discussion at the recent meeting had been opened 
at the request of the chairman by Dr. A. J. Metcalfe, of 
the Commonwealth Department of Health. Dr. Metcalfe 
said that according to figures supplied by the Invalid 
Pensions Department, there were 12,000 sufferers drawing 
pensions in the Commonwealth. Each received 32s. per 
week. Under the provisions of the Tuberculosis Act, the 
Commonwealth proposed to subsidize the States pound for 
pound up to £50,000 for the establishment of clinics and 
dispensaries, and also up to £50,000 for the after-care of 
patients discharged from sanatoria et cetera. The sum of 
£250,000 had been allotted to increase the pensions of 
tuberculosis patients. Dr. Metcalfe said that this would 
provide a pension of 25s. per week in addition to the invalid 
pension to 4,000 sufferers. This was all that the Common- 
wealth could do. Dr. Simmons said that he had seized the 
opportunity of speaking because at its previous session the 
National Health and Medical Research Council had had 
before it the experience of Dr. Kenneth Smith, Principal 
Medical Officer of the Repatriation Commission, who had 
informed the Council that his department paid to a totally 
incapacitated returned soldier who was single the sum of 
£4 16s. a week and to the married man well on towards {£6. 
Dr. Simmons declared that if the £250,000 represented the 
limit of the Commonwealth’s contribution to the all- 
important tuberculosis problem, about which the Federal 
Committee, the predecessor of the Federal Council, badgered 
the Federal Government ever since 1926, then he was 
ashamed to think that that same paternal Government 
proposed to distribute from £2,000,000 to £4,000,000 on “free 
medicine”, which would make the population medicine- 
minded and not health-minded. Under the present Common- 
wealth Government proposals, the selection of 4,000 from 
the 12,000 known tuberculosis sufferers would be a very 
serious problem, and Dr. Simmons asked how any tubercu- 
losis bread-winner could be expected to be freed from 
anxiety if he felt that his family had to live on about half 
the basic wage. Dr. Metcalfe in his address to the National 
Health and Medical Research Council had not touched upon 
the provision of adequate sanatoria for the tuberculous, and 
this was a subject to which the Parliamentary Joint Com- 
mittee on Social Security had drawn particular attention. 
Dr. F. L. Davies thought that a special letter should be 
written to the Prime Minister, expressing the Federal 
Council’s views on the subject. After discussion, it was 
resolved that a letter should be written to the Prime 
Minister, regretting that provision had not been made in the 
Tuberculosis Act, 1945, to raise the pension paid to sufferers 
from tuberculosis to a rate similar to that paid by the 
Repatriation Commission to similar sufferers entitled to 
benefits under the Repatriation Act. 

Dr. N. M. Cuthbert asked whether information could be 
supplied on the work of the Acoustic Research Laboratory 


- should consider what the service was worth. 


and on the important work that had been carried out by 
Mr. N. E. Murray. Dr. Simmons replied that the story was 
pathetic. The work of Mr. Murray would finish during the 
present year. The Federal Treasurer had limited the annual 
income of the National Health and Medical Research Council 
to £40,000. The Acoustic Research Laboratory had cost 
£7,500, and the work done before 1945 had been paid for by 
the Royal Australian Air Force and the Army. The amount 
allotted to this laboratory for 1946 was £6,000, but it was 
thought that the limited resources of the National Health 
and Medical Research Council would not allow of the con- 
tinuance of this work unless some fresh arrangement was 
made to finance the work. It was thought that the 
laboratory’s valuable equipment should go to some university 
and should not be allowed to go to the Disposals Com- 
mission, as seemed to be the fate of most wartime equipment. 
Dr. Simmons pointed out that no research endowments had 
been received from either the Air Force or the Army. Dr. 
A. E. Lee said that the Federal Council should protest to 
the Prime Minister about this small amount of money which 
was allowed to the National Health and Medical Research 
Council. In Canada the sum of £1,000,000 was expended in 
this way, and Australia should be ashamed of its position 
in this regard. Dr. W. F. Simmons said that the National 
Health and Medical Research Council would welcome such 
a protest. After further discussion it was resolved that the 
Federal Council should write to the Prime Minister, pro- 
testing that insufficient funds were being made available 
to the National Health and Medical Research Council, and 
pointing out that the Council was finding it necessary to 
curtail its activities at a time when an advancement of 
its work was an urgent national need. 

In receiving Dr. W. F. Simmons’s report on the activities 
of the National Health and Medical Research Council, the 
Federal Council resolved that he should be thanked for the 
active part taken by him in the deliberations of that body. 


Contract Practice. 
Contract Practice Committee. . 


The Contract Practice Committee was reappointed as 
follows: New South Wales, Dr. H. R. R. Grieve; Queensland, 
Dr. L. P. Winterbotham; South Australia, Dr. R. J. Verco; 
Tasmania, Dr. J. R. Robertson; Victoria, Dr. C. H. Dickson; 
Western Australia, Dr. F. W. Carter; together with the 
President ez officio. 


Federal Common Form of Agreement. 


The Federal Council then considered the Federal Common 
Form of Agreement. The General Secretary pointed out 
that the only clause of the recently amended agreement to 
which exception was taken by the friendly societies was 
clause 16, which stated that the medical officer should, if 
engaged, attend the wives of members in their confinements, 
and that the fee for such attendance, which should include 
pre-natal care but not the administration of an anesthetic, 
should be not less than five guineas and should be due and 
payable to the medical officer of the member. The friendly 
societies objected to the inclusion of the words “not less 
than” before the sum of five guineas. Their contention was 
that the inclusion of these words nullified the agreement 
in respect of attendance for confinement, and that there 
was no limit to what a medical officer might charge. The 
General Secretary pointed out that in New South Wales, 
Queensland and Tasmania, the fee for attendance at con- 
finements was specified in‘ the lodge agreement, but that in 
Victoria, Western Australia and South Australia it was not. 
Where the fee was not specified, the agreement provided 
that the fee should be a matter of arrangement between the 
member and the lodge medical officer. In the Federal Com- 
mon Form of Agreement there was no provision for such 
an arrangement. The General Secretary said that he had 
referred the matter to the Branches. The New South Wales 
Branch had approved the deletion of the words, but had 
added that if they were deleted, the fee should be stated as 
six guineas without an anesthetic. The South Australian 
Branch would prefer the clause to remain as it was. The 
Queensland Branch did not desire retention of the words. 
The Western Australian Branch thought that the words 
should be deleted and that the fee should be arranged by 
private contract. The Victorian Branch opposed deletion of 
the words. Dr. N. M. Cuthbert explained that the Western 
Australian Branch thought that the question of a fee was 
outside the contract of agreement. With this Dr. F. L. 
Davies . Dr. R. J. Verco said that the patient had 
to be responsible for a fee, and Dr. W. F. Simmons said that 
a decision should be reached on the matter. The President 
said that the Council should be definite in the matter and 
On the motion 
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of Dr. H. W. Horn it was resolved that the words “not: less 
than” should be deleted together with the words “five 
guineas”, and that in their place should be substituted the 
words “six guineas including the fee for an anesthetic when 
given by the accoucheur himself”. 


The Pharmaceutical Benefits Act, 1944. 


The General Secretary formally brought to the notice of 
members of the Council a report of the conference held with 
the Acting Minister for Health at Melbourne on October 16, 
1945, in regard to the Pharmaceutical Benefits Act and the 
Hospital Benefits Act. 

The General Secretary read a letter that had been 
forwarded to the Branches, setting out details of the events 
that had taken place at the previous meeting of the Council 
and at the conference with the Acting Minister for Health. 
This information is given in the issue of December 8, 
1945, at page 406. A letter was received from the Western 
Australian Branch, advising that the notice to patients in 
regard to the Pharmaceutical Benefits Act had been redrafted. 

A letter was received from the Western Australian Branch, 
asking what was the legal position in the event of failure 
of the profession to cooperate with the Government in the 
administration of the act. The General Secretary replied 
that legal opinion had been sought on this matter, and that 
no compulsion could be placed on the practitioner to force 
his cooperation with the act, and there was no obligation 
on his part to cooperate. 

Reference was made to the decision of the High Court in 
the action brought before it by the Victorian Attorney- 
General on the relation of the Medical Society of Victoria. 


Medical Planning. 
Compulsory Health Insurance. 

A communication was received from the Western Aus- 
tralian Branch, stating that the Services Group of the 
Branch had prevailed upon the Branch to declare itself in 
favour of a nation-wide compulsory health insurance scheme. 
The Branch asked the Federal Council to adopt this as a 
policy. The General Secretary pointed out that the letter 
from the Western Australian Branch had been received only 
in the early part of February, and that it thus could receive 
only preliminary consideration from any of the Branches. 
The Queensland Branch had replied that it was in favour of 
insurance methods for the finance of medical services, but 
was strongly opposed to a government-controlled free medical 
service because it would radically alter the internal content 
of practice in measures not beneficial either to the patient 
or to the doctor. : 

Dr. N. M. Cuthbert said that the Western Australian 
Branch held the opinion that so far the Federal Council's 
policy was purely defensive. The Branch wanted to see 
some form of insurance which would free individual members 
of the community from the dangers of increased expenditure 
and prevent chaos in family life. The Western Australian 
Branch Council had considered the views of the special 
Services Group. The Government would implement its 
scheme to give a service to every member of the com- 
munity, and it might split the profession. If the present 
Government were to go out of office and another come in, 
the profession should have some scheme prepared which 
would be acceptable to everybody. The Federal Council had 
a Planning Committee which was to prepare a scheme of 
service under government control, and it had found that 
no such scheme would be acceptable. The Western Aus- 
tralian Branch thought that it was possible to draft a 
scheme that would be acceptable. The Western Australian 
Branch thought that the Federal Council's policy of evasion 
should not be adhered to any longer. Available schemes 
did not cover every section of the community. Among 
these were included such schemes as those of the bankers. 
The scheme had to include everyone in the community, and 
this an insurance scheme could do. He moved that the 
Federal Council should adopt a compulsory insurance 
scheme as its policy. The motion was seconded by Dr. 
R. D. McKellar Hall. 

The President pointed out that this question had been 
before the Council before and that the Council and the 
Branches had declared that they did not wish to have any 
per capita payment scheme. Dr. A. E. Lee said that a 
compulsory insurance scheme differed from some others 
only in the way in which it would be financed. Such a 
scheme would still be’a government service, and until the 
Federal Council and the Branches agreed to accept govern- 
ment service they must refuse to accept a compulsory 
insurance scheme. The New Zealand scheme had been 
quoted as one of service without government control, but 


the New Zealand scheme did not represent a permanent 
solution. It was a stop gap and could not be regarded in 
any other way. Dr. Lee went on to discuss the present 
conditions in Queensland, which he thought showed how 
evolution would take place. In Queensland the means test 
had been abolished for all hospital in-patients and also for 
out-patients. Queensland at the present time had a free 
medical service with the exception of a domiciliary service. 
The medical profession was working under a part-time 
medical service. Only one further step was necessary to 
make the service complete, and that was the introduction of 
domiciliary service based on hospitals. In Queensland this 
marked an important point. The profession had accepted 
payment from hospitals, but whether the payment was 
adequate for a free service needed consideration. What was 
accepted by the profession now would be the standard on 
which future payments would be based. Dr. Lee thought 
that the Federal Council could do nothing but oppose the 
Western Australian views. Dr. Craig said that the 
position in Tasmania was very much as Dr. Lee had 
described it for Queensland. He thought that during the 
next ten years hospital practice in Tasmania would be 
revolutionized. The boards of hospitals were doing away 
with large hospital wards and were constructing wards of 
two or four beds. Soon appointments would be made for 
patients to be seen at hospitals, and the accommodation in 
out-patient departments weuld be improved. Attention was 
being paid in Tasmania to the possession of higher medical 
and surgical degrees. Recently a full-time surgeon had 
been appointed to the Launceston Hospital as surgical 
registrar. Not so long ago a radiologist had resigned his 
hospital appointment because he realized that he could not 
compete against himself as a private practitioner. He had 
been offered a large salary and had gone in as a paid officer 
of the hospital. If Dr. Craig was asked whether the new 
idea was good, he would say “no”. It was in his opinion a 
bad thing to have out-patients focused on a big hospital. 
It was much better for patients to consult their own doctors. 
Dr. N. M. Cuthbert stated that he had not advocated a free 
service, but one on a contributory basis. Dr. W. F. Simmons 
said that there was no trend in New South Wales such as 
had been described as existing in other States. It was 
impossible to have a compulsory service unless it was as a 
whole controlled by the Government. New South Wales 
could not accept the Western Australian suggestion, and in 
any case the suggestion was in direct opposition .to the 
declared policy of the Council. Dr. A. J. Collins endorsed 
what Dr. Simmons had said. There was a strong feeling 
amongst practitioners that they would rather have a salaried 
service than a panel type of practice. The best means of 
having a salaried service introduced would be to advocate 
the acceptance of an insurance scheme. The bulk of the 
profession wanted free private practice, but they would 
prefer a salaried service to an insurance scheme. The 
motion was put to the meeting and lost. 


Brochure for Public Circulation. 


At its previous meeting in October, 1945, the Federal 
Council had before it a brochure dealing with the Federal 
Council's views on medical planning, which had been pre- 
pared for public circulation. Both the Victorian and the 
Western Australian Branches sent amended versions of the 
brochure. It was then resolved that the brochure should be 
rewritten so as to include the alterations suggested by the 
Western Australian and Victorian Branches. The Federal 
Council had now before it the rewritten brochure. The 
Victorian Branch expressed the view that the brochure 
should be short, and that the one submitted was not 
suitable for general circulation. The Queensland Branch 
thought that the brochure was not in a suitable form, and 
that the time at present was not opportune for its publica- 
tion. The South Australian Branch approved of the 
brochure. Further discussion took place as to whether a 
brochure was really needed or not, and after further dis- 
cussion it was resolved that consideration should be deferred 
until the policy in relation to the Hospital Benefits Act had 
been considered. 


The Fundamental Principles of the Medical Profession. 

Attention was drawn to the fundamental principles of 
the medical profession as set out in the British Medical 
Journal of December 15, 1945, at page 833, in regard to the 
proposed national health service in Great Britain. These 
principles, seven in number, are as follows: 


I. The medical profession is, in the public interest, 
opposed to any form of service which leads directly or 
indirectly to the profession as a whole becoming full- 
time salaried servants of the State or local authorities. 
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II. The medical profession should remain free to 
exercise the art and science of medicine according to 
its traditions, standards and knowledge, the individual 
doctor retaining full responsibility for the care of the 
patient, and freedom of judgement, action, speech and 
— without interference in his professional 
work. 

III. The citizen should be free to choose or change 
his or her family doctor, to choose, in consultation with 
his family doctor, the hospital at which he should be 
treated, and free to decide whether he avails himself 
of the public service or obtains independently the 
medical service he needs. 

IV. Doctors should, like other workers, be free to 
choose the form, place, and type of work they prefer 
without governmental or other direction. 

Vv. Every registered medical practitioner should be 
entitled as a right to participate in the public service. 

VI. The hospital service should be planned over 
natural hospital areas centred on universities in order 
that these centres of education and research may 
influence the whole service. 

VII. There should be adequate representation of the 
medical profession on all administrative bodies associated 
with the new service in order that doctors may make 
their contribution to the efficiency of the service. 


The President thought that these principles should be sent 
to the Commonwealth Government. It was therefore 
resolved: 

That a copy of the fundamental principles in 
regard to a national health service as set out in the 
British Medical Journal of December 15, 1945, be 
forwarded to the Federal Government as expressing 
the views of the Federal Council. 


Hospital Services. 

Discussion took place on the policy of the Federal Council 
in regard to the Commonwealth Hospital Benefits Act. This 
matter had been discussed at the last meeting of the 
Council, and the following resolutions were adopted at that 
meeting: 

1. That a strong protest be made to the Minister 
against the introduction of an act which vitally 
concerns a medical service of many years’ standing 
without any previous communication with the pro- 
fession. 

2. That the Federal Council inform the Common- 
wealth Government that the Council is of the opinion 
that members of the medical profession should not 
attend, in an honorary capacity in public wards of 
public hospitals, patients who can afford to pay for 
private treatment. 

3. That the Federal Council demands the retention 
of the system of classification of patients into public 
and non-public. 

4. That in the event of the proclamation of the 
Hospital Benefits Act, 1945, with its consequent 
abolition of the means test, the existing honorary 
medical service to public bed patients be continued 
until this important matter has been further con- 
sidered by the Branches of the Association in 
Australia. 

The General Secretary explained that some misunder- 
standing had arisen in regard to the interpretation of these 
resolutions. He read a letter which he had written to the 
President of the Federal Council, explaining that when a 
deputation waited on the Minister for Health of New South 
Wales, the Honourable C. A. Kelly, the Minister advised 
the deputation that the Commonwealth Government was 
pressing the State Government to introduce the necessary 
enabling legislation, so as to permit payment of hospital 
benefits on January 1, 1946. The Minister also added that 
the Prime Minister had informed him that there would be 
no difficulty with the medical profession, because the 
Federal Council of the British Medical Association had 
informed the Acting Minister for Health that even if the 
hospital benefits were proclaimed, the profession would 
continue to give honorary service to public hospital patients. 
To support this statement the Minister (Mr. C. A. Kelly) 
had produced the four resolutions adopted by the Federal 
Council, and said that they had been sent to him by the 
Prime Minister, having been handed to him by the Acting 
Minister for Health, Senator Keane. It seemed to the 
Minister that the fourth resolution was in conflict with 
two of the others, and that it did not agree with resolutions 
adopted by the New South Wales Branch. The General 
Secretary stated that he and Dr. Collins, who were mem- 


bers of the deputation, had said. that the interpretation put 
on the fourth resolution by Senator Keane was not correct. 
The resolution really meant that until such time as it had 
an opportunity of fully discussing the Hospital Benefits Act, 
the profession was willing to continue to give honorary 
service to the sick poor, that the word “existing” meant the 
form of honorary service at present given in each State, and 
that it was never intended to mean that the profession would 
be willing to render honorary service to any person able 
to pay for intermediate or private care. As the New South 
Wales Minister for Health wished to have this interpretation 
confirmed, the General Secretary had written the letter 
mentioned to the President and to Dr. H. C. Colville. Both 
the President and Dr. Colville endorsed the General Secre- 
tary’s interpretation. 

‘The Federal Council also had before it a letter from the 
Tasmanian Branch inquiring whether the Branch was bound 
by decisions of the Council, and asking the Council to take 
no action which would prevent the acceptance of appoint- 
ments as part-time visiting medical officers in public hos- 
pitals in States where such appointments were considered 
desirable by the Branch concerned, unless members of the 
Federal Council were unanimous in supporting any such 
action. 

Dr. A. J. Collins said that he regretted the hold-up in the 
discussion that had been caused at the previous meeting by 
the Victorian Branch’s delay. He thought that the Federal 
Council was a body which delayed too much. In his opinion 
an attitude could be stated and a question should not be 
allowed to go by default. He thought that the Hospital 
Benefits Act would be introduced in New South Wales, and 
he also remarked that the State Minister was aware of the 
hostility of the medical profession to the measure. Dr. F. L. 
Davies said that the staff of a hospital could inform a 
board that they were not prepared to treat certain patients. 
What would happen then? Would the medical profession 
call a strike? Every implication of the matter had to be 
considered. Some members thought that the staff should be 
paid. Dr. C. Craig said that he thought the Federal Council 
should determine whether its decisions were to be operative 
in all States in a uniform fashion or whether each State 
should adopt its own plan of action. He was in favour of 
the latter view and moved accordingly. Dr. Victor Hurley 
said that in Victoria the effect of the act had so far been 
negligible, except in regard to shortage of beds. He thought 
that trouble would arise in the metropolitan area, and in 
his opinion all metropolitan hospitals should be run on a 
community basis. Dr. A. E. Lee said that if the Federal 
Council could aot agree on a uniform course of action, 
individual States would have to be left to act for thmselves. 
It seemed as though Victoria would like to advocate part- 
time payment of a staff. Dr. Lee could not understand the 
New South Wales attitude, and described it as “unrealistic”. 
Dr. A. J. Collins referred to the Central Hospital in Mel- 
bourne, and said that he thought that it was a pity that 
part-time appointments were to be made. He could see no 
difference between accepting payment for part of a day’s 
work: and accepting payment for the whole day. If mem- 
bers of the medical profession accepted part-time appoint- 
ments without the operation of a means test, they conceded 
what they had declared they would not accept. In New 
South Wales the profession had made up its mind to object 
to treating certain patients. It was within the province of 
the Federal Council to allow smaller States to follow their 
own bent, if it was understood that such an action was a 
local dispensation. Dr. Collins agreed with the motion, but 
with regret. To accept it was to adopt a defeatist attitude. 
Dr. W. F. Simmons supported Dr. Collins, and he could see 
the points of view of Queensland and Tasmania. If the 
Federal Council agreed, it still left the door open for it to 
reverse its decision. Dr. Craig, in reply before the motion 
was put, said that he regretted to have to ask for State 
action, but he explained that in Tasmania they were working 
partly on an honorary system and partly on a half-time 
paid staff. They did not want to go back to the black age, 
when hospitals were worked on a closed system by a wholly 
paid staff. He was in agreement with Dr. Collins’s idea of 
protest. Although protest would probably do no good, it had 
to be made. Dr. Craig’s motion was carried. 

Dr. A. J. Collins asked if State Branches which took any 
individual action would report to the Federal Council. Dr. 
Victor Hurley explained that the Central Hospital in Mel- 
bourne was not like other hospitals. It was not under the 
control of the Charities Board and was not a public hospital 
in the ordinary sense. 

The Federal Council also resolved: 

That the Federal Council of the British Medical 
Association considers it wrong to treat in the public 
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wards of hospitals, patients who can afford to pay 
for intermediate or private treatment. The Federal 
Council therefore strongly protests against the 
abolition of the means test formerly applied to 
hospital patients. The Federal Government initiated 
discussions upon the matter with the Federal 
Council. These discussions commenced at short 
notice and have not been completed. The Federal 
Council deplores the hasty action of the Federal 
Government in persuading several States to 
implement the Government’s hospital, policy before 
a final conference could be held with the medical 
profession. 

Reference was also made to hospital accommodation and 
personnel. At its meeting twelve months previously, the 
Federal Council had resolved to write to the Prime Minister, 
drawing his attention to the desperate condition of hospitals 
both public and private resulting from shortage of nursing 
and domestic staff. It was pointed out that conditions had 
not improved. Rather had they become worse. Dr. Victor 
Hurley said that conditions in Victoria had been rendered 
more difficult by the increased pay to nurses and their 
altered conditions of service. Hours of work for nurses 
in Victoria were at present 88 a fortnight. This had added 
enormously to the cost of upkeep of hospitals and had 
increased the staff difficulties. When a hospital had to 
increase its expenditure, it had to obtain permission before 
it could pass on its increases to its patients. After further 
discussion the Federal Council resolved as follows: 


That the Prime Minister be informed that the 
Federal Council is gravely concerned at the acute 
shortage of hospital beds, not only for public hos- 
pital patients, but more particularly at present for 
private and intermediate patients. 

The number of beds available for private and 
intermediate patients, which were inadequate for 
the community even before the war, has been still 
further considerably reduced in the last two or 
three years, in some States by as much as 30% of 
the pre-war numbers. 

This position has largely arisen because of: 

1. the impossibility of obtaining sufficient staffs to 
run the hospitals, and this particularly applies 
to the female staffs, nursing and domestic, 
even with increases in salaries and wages; 

2. the increased costs of running many of these 
hospitals have already forced many to close, and 
others are likely to do so in the near future, as 
it is no longer economic to conduct them. 


This state of affairs is not only resulting in con- 
siderable hardships to patients, but also is preventing 
the increasingly larger number of doctors resuming 
practice after release from the services from 
obtaining accommodation for their patients. 

The Federal Council, in bringing this position to 
the notice of the Government, therefore recom- 
mends: 

1. That no additional difficulties be placed on the 
existing private and intermediate hospitals in 
continuing with their work. 

2. That every possible step be taken to facilitate 
the obtaining of female staffs by these hos- 
pitals. 

3. That the Prices Commissioner ensure that no 
delay is experienced in permitting these hos- 
pitals to increase their charges to an extent 
which is justified by the increased costs, as they 
become operative, as, e.g., in recent Wages 
Board's awards. 

4. That reasonable priority be given to those hos- 
pitals which are in a position to enlarge their 
existing accommodation to do so as soon as 
possible or for obtaining high priority for new 
and private intermediate hospital buildings. 


At a later stage the Federal Council resolved as follows: 


A. That the Federal Council wishes to draw the 
attention of the Government to the serious shortage 
of hospital beds throughout Australia, and urges that 
steps be taken to ensure that additional accom- 
modation should be provided at the earliest possible 
moment. The Council is also of the opinion 
that in all further additions to public hospitals, 
simultaneous provision should be made for public, 
intermediate and private wards, and that a high 
building priority be given to any such plans. 


B. That the Federal Council is strongly of the 
opinion that appointments to the honorary medical 
staffs of public hospitals should be made only 
after r dation or consideration by boards or 
committees on which there is adequate medical 
representation. This matter is regarded as of vital 
importance, particularly in regard to appointments 
at the hospital where medical teaching and training 
are carried out in association with medical schools 
of universities. 


The Salaries of Commonwealth Medical Officers. 


The General Secretary reported that the Commonwealth 
Medical Officers’ Association had requested the Federal 
Council to appoint a representative to appear before the 
Commonwealth Public Service Arbitrator in an application 
which it was making for a variation of existing salary 
scales. These salaries had been determined by the arbitrator 
in 1921 and again in 1926, when official representatives of 
the British Medical Association gave evidence on behalf of 
the medical officers. The General Secretary pointed out 
that the rates payable at the present time are as follows: 

Minimum. 
£ 


Medical Officer .. .. —— 960 
Senior Medical Officer, ” Grade I 888 1,032 
Senior Medical Officer, Grade II 962 1,112 
Senior Medical Officer, Grade III 1,262 1,412 
Director, Commonwealth Serum 


The General Secretary said that the communication had 
been forwarded to the Branches, and the general opinion 
was that the salaries were too low and should be increased. 
After discussion the Federal Council expressed the opinion 
that the salaries should be on the following basis: 
Minimum. er 
£ 


Medical Officer .. .. 956 1,196 
Senior Medical Officer, Grade 1 oo 1,246 1,450 
Senior Medical Officer, Grade II .. 1,500 1,700 
Senior Medical Officer, Grade III 1,750 2,000 
Director, Commonwealth Serum 


The Federal Council resolved that the President, Sir 
Henry Newland, should be the representative of the Federal 
Council to appear before the Commonwealth Arbitrator in 
support of the claim by the Commonwealth Medical Officers’ 
Association. 

The Appointment of Quarantine Officers. 

At its previous meeting the Federal Council had con- 
sidered the r dation of the Victorian Branch that 
all vacant positions in the Commonwealth Department of 
Health should be advertised in the Press. At that meeting 
the General Secretary reported that he had written to the 
Director-General of Health and had received a reply, stating 
that it was the practice of the department to advertise 
permanent positions. In regard to temporary and part-time 
positions, however, the conditions varied considerably, and 
it was regretted that no assurance could be given that 
advertisements in regard to these vacancies would be pub- 
lished in the Press. It was then resolved (at the previous 
meeting) that a further letter should be written to the 
Director-General, expressing regret that he had not seen his 
way clear to comply with the request of the Federal Council, 
and asking that the matter should be reconsidered. The 
General Secretary reported that he had written this second 
letter and had received a reply from the Acting Director- 
General of Health, dated February 8, 1946. In this letter 
the Acting Director-General stated that it was the general 
practice of the department to advertise whenever it was 
desired to bring the information under the notice of general 
practitioners. There were many occasions when such 
advertisements would be out of the question. If, for 
example, it was desired to fill a position of a part-time 
officer where there was only one doctor or even two, the 
department would surely not be expected to advertise the 
position extensively throughout Australia. In general it 
was the practice of the department to approach the secretary 
of the local Branch of the British Medical Association for 
advice as to the suitability of individuals in certain cases, 
— this appeared to be adequate for the department’s 

The Acting Director-General could see no 
civenteas in giving the Federal Council an assurance that 
all vacancies would be advertised. After discussion it was 
resolved that the Acting Director-General of Health should 
be informed that the Federal Council was glad to learn 
that the custom of the department was to consult “the local 


Aprib 20, 1946. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


565 


British Medical Association” when the vacancy was not 
advertised. The Acting Director-General was also to be 
informed that the Federal Council had been advised that 
so far as Victoria was concerned, this custom had not been 


followed. 
The Definition of a Specialist. 

At its previous meeting the Federal Council had before 
it a letter from the South Australian Branch, asking the 
Federal Council to define a specialist for the purposes of 
The Workers’ Compensation Act. It was then resolved that 
for the purpose in question a specialist should be defined as 
a practitioner who confined his practice to a particular 
branch of medicine or surgery by virtue of special qualifica- 
tions or experience, and in addition was recognized as such 
by his professional colleagues. The General Secretary 
reported that he had received a request from the Victorian 
Branch, asking for reconsideration of this definition. The 
Victorian Branch based its request on the definition of a 
specialist in the Medical Benefit Regulations operating in 
connexion with national health insurance in Great Britain. 
In these regulations a clause dealing with the subject was 
as follows: 

When the service has been rendered by the prac- 
titioner it shall be deemed to be a service not involving 
the application of such special skill and experience as 
aforesaid, unless he proves either, 

(a) that he has held hospital or other appointments 
affording special opportunities for acquiring 
special skill and experience of the kind required 
for the performance of the service rendered and 
has had actual recent practice in performing the 
service rendered or services of a similar character, 
or 

(b) that he has had special academic or post-graduate 

study of a subject which comprises the service 
rendered and has had actual recent practice as 
aforesaid, or 

that he is generally recognized by other prac- 
titioners in the area as having special proficiency 
and experience in a subject which comprises the 
service rendered. 

In the course of the discussion Dr. H. W. Horn said that 
in Queensland specialist fees were sometimes claimed by 
general practitioners because they were classified as 
specialists in a certain subject. It was his opinion that 
a specialist should confine his work to the subject of his 
speciality. With this Dr. A. J. Collins agreed, and said 
that the definition was designed in order to restrict 
specialism. On the motion of Dr. Horn it was resolved 
that the Federal Council’s definition of a specialist for 
purposes of The Workers’ Compensation Act as stated at 
its previous meeting should remain unaltered. 


~ 


Commonwealth Employees’ Compensation Act. 

At its previous meeting the Federal Council considered in 
detail a schedule of fees that had been drawn up in con- 
nexion with the Commonwealth Employees’ Compensation 
Act, and it was decided that the amended schedule should 
be submitted to the appropriate Commonwealth authority 
for approval, and that subject to the approval of the 
Commonwealth authority it should be forwarded to the 
Branches. The General Secretary reported that he had 
written to the Commonwealth authority and had received no 
reply. 

Products from the Commonwealth Serum Laboratories. 

At its previous meeting the Federal Council, at the 
instance of the Victorian Branch, considered a proposal 
made by one of the Branch members that medical prac- 
titioners should be allowed the same rebate on products of 
the Commonwealth Serum Laboratories as was allowed to 
pharmaceutical chemists. The Federal Council decided that 
a request should be made to the Director-General of Health, 
asking that this should be done. The General Secretary 
said that he had written to the Director-General of Health, 
and had pointed out in his letter that the Federal Council 
had no wish to interfere with the legitimate trade of the 
pharmaceutical chemist. At the same time, it pointed out 
that pharmaceutical chemists did not usually carry stocks 
of most biological products, and so the medical practitioner, 
in order to save time, communicated directly with the 
laboratories or the office of the Commonwealth Health 
Department. If a rebate was allowed, the cost to the 
Patient would be reduced. A reply had been received from 
the Director-General, in which it was stated that the 
matter had been the subject of consultation, and that it 
was regretted that the wholesale discount could not be 
allowed to medical practitioners. The General Secretary 


that the Victorian Branch regarded the position as unsatis- 
factory and thought that further representations should be 
made. After discussion, in which it was pointed out that 
the Commonwealth Serum Laboratories had to be regarded 
as an ordinary commercial undertaking, it was resolved that 
no further action should be taken. 


Post-Rubella Deafness. 

At its last meeting the Federal Council had before it a 
communication from the South Australian Branch in regard 
to the education of deaf mutes whose condition was the 
result of maternal rubella. The South Australian Branch 
had suggested that the Federal Council should have the 
matter brought to the notice of the National Health and 
Medical Research Council through its representative. The 
Branches had agreed with this suggestion, and Dr. W. F. 
Simmons, the Council’s representative on the National 
Health and Medical Research Council, had been asked to 
bring the matter forward. The General Secretary now 
reported that Dr. Simmons had done this, and he read a 
letter received by Dr. Simmons from the Director-General of 
Health. In this letter the Director-General outlined the 
activities of the Acoustic Research Laboratory, whose 
activities included investigations into methods and apparatus 
for the purpose of assisting with the hearing of persons 
suffering from various degrees of deafness. The Acoustic 
Research Laboratory had originally been established for the 
investigation of service problems associated with noise, such 
as intercommunication in tanks and aircraft and the pro- 
tection of personnel from blast. With the cessation of 
hostilities it had been decided to include the investigation of 
deafness problems such as those associated with children 
born of mothers who had suffered from rubella. It was 
understood, the Director-General added, that with the 
central research and scientific guidance of the Acoustic 
Research Laboratory, local effort by a representative com- 
mittee and local investigation would inspire a cooperative 
effort to assist in the education of these children. The 
Director-General’s reply was received. 


Proprietary Medicines Investigation Committee. 

At the last meeting of the Federal Council, Dr. A. J. 
Collins was appointed as the Federal Council’s representative 
on the Proprietary Medicines Investigation Committee, a 
body which would investigate the claims of proprietors of 
proprietary medicines before their acceptance for publica- 
tion by editors of newspapers. Dr. Collins gave a short 
account of the work of the committee, and said that it 
was shaping well. Dr. A. E. Lee said that he would like 
to see something of the kind done in regard to the radio, 
though he admitted that this was a difficult matter, since 
broadcasting was in the hands of the Federal Government. 
After further discussion the Federal Council decided to 
record its thanks to Dr. A. J. Collins for his work as repre- 
sentative of the Council on the Proprietary Medicines 
Investigation Committee. 


The Unemployment and Sickness Benefits Act, 1944. 

At its previous two meetings the Federal Council had 
discussed the Unemployment and Sickness Benefits Act, and 
in particular had referred to the question of certification 
and profession secrecy in connexion with it. It had been 
pointed out that some practitioners in New South Wales had 
been asked to give certain particulars, and it had been 
necessary to impress on them that the consent of the 
patient should be obtained before this was done. In view 
of the importance of the subject, it was thought that an 
approach should be made to the Prime Minister, and that 
he should be asked that when it was necessary for a 
government department to require the production of a 
medical certificate stating the nature of the patient’s illness, 
the department concerned should first obtain from the 
patient written permission for the disclosure of the neces- 
sary information. The General Secretary reported that 
he had written the following letter to the Prime Minister: 

FEDERAL COUNCIL OF THE BRITISH MEDICAL 
ASSOCIATION IN AUSTRALIA. 
135, Macquarie Street, 
Sydney, N.S.W. 
2nd November, 1945. 

The Right Honourable J. B. Chifley, M.P., 
Prime Minister of Australia, 
Parliament House, 


I am directed by the Federal Council to respectfully 
ask for your assistance in the following matter. 
It not infrequently happens that a medical prac- 


said that he had forwarded the reply to the Branches, and 


titioner is requested by a government department to 
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furnish a medical certificate relative to a particular 
person. As you are no doubt aware, it is a long- 
established custom of the profession not to divulge any 
information regarding a patient without the latter’s 
consent, for by so doing the practitioner would be 
betraying the patient’s confidence. The Council there- 
fore is of the opinion that whether or not there is any 
statutory obligation on the part of the practitioner to 
furnish such a certificate, the department should first 
obtain the consent of the patient to the disclosure of 
the information by the medical practitioner. This 
procedure is adopted by the Repatriation Department. 


The Council would urge that consideration be given 
to the adoption of this procedure by all Commonwealth 
departments. 

Faithfully yours, 
(signed) J. G. 
General Secretary. 


The General Secretary said that the following reply had 
been received: 
COMMONWEALTH OF AUSTRALIA. 
Prime Minister, 
Canberra, 
4th February, 1946. 
Dear Sir, 
I desire to refer to your letter of 2nd November, 
1945, with respect to medical examinations. 


It is recognized that it is a custom of the medical 
profession not to divulge information concerning a 
patient without the latter’s consent. It is understood 
that by the word “patient” is meant a person under the 
eare of, and thereby receiving advice or treatment from, 
a medical practitioner. There is an implied contract in 
that a fee or remuneration is paid to the medical 
practitioner by the patient or his agent, such as a lodge 
or other association. 

Under the Public Service Act, authorized medical 
practitioners and Commonwealth medical officers, most 
of whom are not full-time medical officers of the 
Commonwealth, furnish reports to departments on Com- 
monwealth employees or prospective employees. The 
fee is paid by the Commonwealth and the implied con- 
tract is between the medical practitioner concerned and 
the Commonwealth. It is presumed that your Associa- 
tion does not regard the examinees for this purpose 
as patients according to the above-mentioned definition, 
and that no objection is raised to the disclosure of 
information concerning the examinee. ; 

However, certificates from medical practitioners in 
their relationship of doctor and patient fall in a different 
category in the Commonwealth Public Service. Subject 
to a proviso involving a few days per year, Common- 
wealth employees are required in applying for sick 
leave to furnish a supporting medical certificate. In 
effect, the request for a certificate to the medical prac- 
titioner comes from the patient, not the department, 
and the patient later supports his sick leave application 
with the certificate, thereby obtaining the privilege of 
payment for sickness, if credits are available. 

These certificates are frequently perused by depart- 
mental officers. On occasions it has been found that 
this would give rise to embarrassment to the sick 
employee, for, example, where diagnoses of pelvic con- 
ditions in females are referred to. Therefore in practice 

it has been sufficient in a large number of such cases 
for the diagnosis to be omitted from the certificate and 
a verbal diagnosis given to a permanent Commonwealth 
medical officer. 

It is agreed, however, that should a direct approach 
be made by a Commonwealth department to a private 
medical practitioner for a medical certificate concerning 
a particular person, then that certificate should be 
furnished only after the permission of the person 
concerned is obtained. 

Yours faithfully, 

(signed) JoHN J. DepMAN (for Prime Minister). 
The General Secretary, 
Federal Council of the British Medical Association in 
Australia, 

135, Macquarie Street, 

Sydney, N.S.W. 

The General Secretary said that copies of these letters 
had been sent to the Branches, and after discussion it was 
suggested that they should be published in THe MepicaL 
JOURNAL OF AUSTRALIA. 


The Australian Naval Medical Services. 

At its previous meeting the Federal Council discussed 
the deferred pay and the general conditions of service 
of medical officers serving with the Royal Australian 
Navy. It was resolved at that time that a request should 
be made to the Minister for Defence for the setting up of a 
commission on the lines of the Warren Fisher Commission 
for review of the terms of service of medical officers in the 
armed services, with a view to betterment, both in pro- 
fessional opportunity and in financial conditions of service. 
The General Secretary reported that he had written to the 
Honourable J. A. Beasley, asking that the conditions of 
the naval medical service should be reviewed. The questions 
that he raised in the letter included: (a) increased oppor- 
tunities for professional work, together with exchange with 
the Royal Navy after a definite period of service, such as 
five years; (b) the provision of an opportunity for a 
medical officer to specialize after a period, such as two 
years; (c) the attendance by medical officers at post- 
graduate courses in hospitals; (d) automatic promotion in 
accordance with the length of service; (e) the rank attain- 
able by medical officers in the Royal Australian Navy to 
include that of rear admiral. It was also held that pay 
of an officer should in no case be less than £800 per year. 
No reply had so far been received. 

Dr. Victor Hurley said that the Royal Australian Air 
Force should be included in this matter. Dr. W. F. Simmons 
quoted the opinion of a medical officer in the Royal Aus- 
tralian Navy, to the effect that the Federal Council should 
act promptly. The screws were already being put on young 
men in the services and they were being asked to sign on 
for further periods of service. Because of this the matter 
was urgent. It was resolved on the motion of Dr. Victor 
Hurley, seconded by Dr. W. F. Simmons, that the Federal 
Council should take up the matter again with the Minister 
for Defence, and that the medical service of the air force 
and army should be included. 


Advertisements for Permanent Positions. 
A letter was received from the Western Australian 
Branch, in which attention was drawn to a statement in 
Medical Journal of September 8, 1945, that 
advertisements of permanent medical appointments which 
did not invite applications from practitioners serving in 
the forces and allow at least four months for the receipt 
of applications would be refused publication in the British 
Medical Journal. The Western Australian Branch thought 
that the Federal Council should suggest the adoption of 
this procedure by THE MepicaL JOURNAL OF AUSTRALIA. The 
General Secretary said that the letter had been referred to 
the Branches and that most of them agreed that something 
might be done along the lines suggested. The President said 
that the matter had been discussed on the previous day 
at a meeting of the directors of the Australasian Medical 
Publishing Company, Limited. He asked the Editor of the 
journal, who was present, to explain to the Federal Council 
the decision of the directors. The Editor said that the 
directors had a dual duty to perform. They had to conserve 
the interests of service medical officers who might be seeking 
appointments, and they also had to remember the position 
of THe MepicaL JOURNAL OF AUSTRALIA as an advertising 
medium in the ordinary commercial sense. The directors 
thought that the journal should refuse or accept advertise- 
ments only on grounds connected with terms of service. 
At the same time they agreed that when an advertisement 
was offered to the journal in which it appeared to the Editor 
that insufficient time was left for service personnel to 
forward their applications, the Editor should write to the 
advertiser and draw his attention to the shortness of the 
time, pointing out not only that the matter concerned the 
service medical officer, but that if sufficient time was given 
for men from the services to apply, the advertiser would 
have a wider choice of applicants and would be in a more 
favourable position than he would be with a shortened period 
for the receipt of applications. If the advertiser refused to 
fall in with the Editor’s suggestion, the advertisement, if 
acceptable on other grounds, should be published, and the 
Branch of the British Medical Association in the State in 
question might then try to prevail on the advertiser to 
extend the stated period. 
The Reestablish t and Reemployment Act, 1945. 
Attention was drawn to a section of the Reestablishment 
and Reemployment Act, 1945, dealing with the modification 
of conditions of entry into employment. The section is as 


46. (1) The Governor-General may make regulations 
or suspending, in relation to discharged mem- 


bers of the forces— 
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(a) the requirements by way of training or practical 
experience, the completion of any course of study, 
the passing of any examination or the holding of 
any degree or diploma, to be complied with by 
persons desiring to engage in any profession, 
occupation, business, trade or industry; and 

(b) the requirement that a person shall obtain a 
licence, permit or other authority in relation to 
any profession, occupation, business, trade or 
industry. 

(2) The Governor-General may make regulations 
providing that a specified proportion of any licences, 
permits or other authorities required in relation to any 
profession, occupation, business, trade or industry shall 
be granted to discharged members of the forces. 

(3) A regulation under this division shall have effect 
according to its tenor, notwithstanding anything incon- 
sistent therewith in any other law. 

Dr. Victor Hurley pointed out that this probably was 

intended to refer only to persons who wished to engage in 

occupations for which certain technical skill was required. 

Dr. W. F. Simmons pointed out that according to the act 

the Government could grant qualification to a person 

trained in one of the professional spheres. It was resolved 
that the Federal Council should ask the appropriate Federal 

Minister to give an assurance that the implementation of 

the provisions of the act would not in any way conflict with 

State requirements for the registration of medical prac- 

titioners. 

The Nomenciature of Drugs. 


A letter was received from the Western Australian Branch, 
in which it was stated that the Branch had been approached 
by the Registrar of the Pharmaceutical Council of Western 
Australia. The Registrar drew attention to the endless list 
of different names given sometimes to the same drug. This 
not only necessitated the keeping by pharmacists of dozens 
of samples of the same drug under a different name, but 
the prices varied even up to 200% and 300%. The Registrar 
sent to the Western Australian Branch Council a copy of 
an extract of an article on nomenclature of drugs from 
The Chemist and Druggist, of London, dealing with this 
subject. The General Secretary said that he had referred 
the matter to the Branches. The New South Wales Branch 
asked for further information on the subject, but the 
Tasmanian, Queensland, South Australian and Victorian 
Branches supported the view expressed by the Western 
Australian Branch that a committee competent to deal 
with the matter should be formed. It was resolved that 
representations should be made to the Director-General of 
Health with the suggestion that the National Health and 
Medical Research Council should appoint a committee of 
reference to deal with the question of the nomenclature of 
drugs. 


The Teaching of Opticians and Optometrists in any 
Branch of Ophthalmology. 


The General Secretary reported that he had received a 
letter from the Ophthalmological Society of Australia 
(British Medical Association), stating that the society had 
resolved that unless the matter was referred to the council 
of the society, no State section of the society and no 
individual member should enter into any negotiations or 
discussion relevant to the teaching or instruction of opticians 
and/or optometrists in any branch of ophthalmology. The 
Ophthalmological Society of Australia asked the Federal 
Council for an opinion on the ethical questions involved 
and suggestions regarding the implementation of the society’s 
resolution. The General Secretary said that the matter had 
been referred to the Branches. The South Australian, 
Western Australian and Queensland Branches approved of 
the resolution adopted by the Ophthalmological Society. 
The Victorian Branch wanted to have further information 
on the conditions under which it was proposed to give 
permission to members to engage in the teaching of 
opticians. The New South Wales Branch replied that it 
was not competent to express an opinion until it knew 
why the matter had been brought forward. It was pointed 
out that the course of study for opticians was arranged to 
include the recognition of pathological conditions of the 
eye and clinical work in hospitals. After further discussion 
it was resolved to defer consideration of the matter. 


Post-Graduate Facilities in the United States. 


The General Secretary placed on the table a letter from 
Sir Trent de Crespigny, in which were enumerated institu- 
tions in the United States at which post-graduate training 
could be undertaken. 


Sir Trent de Crespigny also stated 


. numbers. 


that in most of the hospitals and schools providing facilities 
for post-graduate study residence could not be provided, 
and the cost of living for one year for a single man would 
be about $1,800. After the first year he could probably obtain 
some junior paid resident post or fellowship, which would 
reduce or provide entirely for his expenses. Most of the 
schools gave tuition free of charge. At others a charge 
was made, and it was recognized in America that to reach 
specialist status at least three years’ study in a medical 
school was necessary. Sir Trent de Crespigny thought that 
some effort should be made by the Commonwealth of 
Australia through its Legation in Washington to establish 
some channel or clearing-house through which applicants 
could pass. He thought that at the present time America 
offered the best advantages for post-graduate study. 


Australian Pharmaceutical Formulary. 


The General Secretary said that he had had several 
communications from Mr. Finnemore, editor of “The Aus- 
tralian Pharmaceutical Formulary”, and that Mr. Finnemore 
had informed him that the delay in forwarding a draft of 
the new edition of the formulary was due to the fact that 
the Publications Committee had not finally decided on the 
scope of the formulary. The General Secretary had there- 
fore written to the General Secretary of the Pharmaceutical 
Association of Australia and New Zealand. This officer had 
replied that it had been hoped that a revised edition could 
have been prepared and published early in 1946. Difficulties 
had, however, arisen owing to the impending departure from 
Australia of Mr. Finnemore, the editor. The executive was 
not likely to proceed with the revision until after the next 
meeting of the Pharmaceutical Association in August, 1946, 
when a new editor would be appointed. 


Fees for Medical Examinations. 


The General Secretary read a letter from the Queensland 
Branch regarding complaints from some of the Queensland 
members concerning a form to be filled in for the medical 
examination of candidates for entry to the ‘service of the 
Commonwealth Bank of Australia. A copy of one of the 
forms was enclosed, and the view was expressed that the 
fee of 10s. 6d. which was paid to the examining doctor was 
inadequate, and that the sum of at least one guinea should 
be paid. The Queensland members had been informed by an 
official of the bank in Brisbane that the fee of half a 
guinea had been arranged by the Director-General of Health 
at Canberra, and was similar to that paid for an examination 
prior to entrance of candidates to the Commonwealth Public 
Service. It was resolved that the matter should be discussed 
with the Director-General of Health, Canberra. 


The Queensland Branch also wrote that the Branch Council 
had been in communication with the Queensland Branch 
of the Life Offices’ Association of Australia, pointing out 
the inadequacy of the fee of one guinea for a medical 
examination in which certain companies required the use 
of the “extended form”. The Branch thought that in view 
of the extensive examination that had to be undertaken, 
the fee should be two guineas. The General Secretary said 
that he had referred this letter to the Branches, and that 
the South Australian Branch, the Victorian Branch and the 
New South Wales Branch all agreed that the fee should 
be two guineas. Dr. F. L. Davies said that the matter 
should not be pressed too strongly, because full-time officers 
might be appointed. Dr. C. Craig pointed out that in these 
days clinical examination’ was not enough, but that very 
often an X-ray examination of the chest was necessary as 
well as a microscopic examination of the urine. Dr. R. J. 
Verco said that very many of the questions in the form 
could well be eliminated. It was resolved that the matter 
should be discussed with the insurance offices with a view 
to the introduction of a fee of two guineas for the work in 
question. 


Telephone Directories. 


The General Secretary read a letter from the Western 
Australian Branch dealing with the subject of telephone 
directories. The Western Australian Branch had written to 
the Deputy Director of Posts and Telegraphs at Perth, 
pointing out that many medical practitioners would shortly 
be resuming practice after a term of active service, and 
would not be able to have their names and telephone 
numbers inserted in the telephone directory. This was an 
important matter, as telephone directories were at the 
present time bein® issued only once a year. The Western 
Australian Branch asked whether it would be possible 
for the department to issue every month supplementary 
lists containing new subscribers’ names or changes in 
The Branch also suggested that the issue of 
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supplementary lists might make unnecessary the six- 
monthly printing of a large list. The Deputy Director at 
Perth had replied that, as the matter affected the policy 
of the department, the letter had been sent to the central 
administration. The General Secretary said that he had 
referred the letter to the Branches, and that New South 
Wales, Victoria, South Australia and Queensland had sup- 
ported the idea. Queensland had expressed the opinion that 
the six-monthly issue of a directory should be retained. It 
was resolved that the General Secretary should take up 
the matter with the Postmaster-General’s, Department in 


Canberra. 
War Emergency Organization. 
Conditions of Service Committee. 
Dr. A. J. Collins and Dr. W. F. Simmons were appointed 
members of the Conditions of Service Committee with 
powers of cooption. 


Repatriation Commission. 


The General Secretary reported that he had received a 
letter from the Chairman of the Repatriation Commission in 
regard to the agreement with medical officers covering the 
medical benefits for widows, widowed mothers and orphans 
of the recent war. In the course of this letter the Chairman 
suggested that in places where a pharmacist existed, the 
pharmacist should undertake the dispensing of medicines 
under the terms of the agreement. The Federal Council 
thought that this was a reasonable suggestion and that 
the agreement might be amended by the addition of the 
following proviso: 

Provided that in a district where there is a pharmacist 
in business within two miles of the medical officer’s 
surgery, such a pharmacist is to undertake the dis- 
pensing of all prescriptions under that agreement within 
that district. 


Discussion took place on the date when the agreement 
between members of the medical profession and the Repatria- 
tion Commission should come into force, and it was decided 
on the motion of Dr. W. F. Simmons, seconded by Dr. R. J. 
Verco, that the date should be July 1, 1946. 


Further discussion took place on the wage index and the 
annual adjustment of the capitation rate, and it was 
resolved that the Repatriation Commission should be 
informed that the Federal Council desired that the Common- 
wealth Statistician’s Nominal Wage Index Number should 
be the basis for such annual adjustment. 


Reference was made to the definition of the term “metro- 
politan area”. It was pointed out that in Victoria such 
places as Ballarat, Bendigo and Geelong were designated 
“metropolitan area” for purposes of contract practice agree- 
ments, and it was held by the Repatriation Commission that 
Newcastle in New South Wales should not be designated as 
a country area. The New South Wales representatives 
explained why Newcastle had always been included as a 
country area in New South Wales friendly society agree- 
ments. It was thought by the members of the Federal 
Council that no objection could be raised to the Repatriation 
Commission’s suggestion, especially as the conditions under 
which the agreement would operate were not quite com- 
parable to those under which New South Wales contract 
practice agreements were operating. It was therefore 
determined that Newcastle, New South Wales, should for 
the purposes of the Repatriation Department agreement be 
classed as a metropolitan area. 


The General Secretary read a letter that he had received 
from the Chairman of the Repatriation Commission regarding 
the out-patient treatment of ex-members of the forces. 
According to this letter the Commission proposed that 
repatriation local medical officers be no longer limited to 
one medical officer for each town, district or area, and that 
a panel of medical practitioners should be compiled from 
those doctors who were ex-members of the forces and who 
were willing to accept appointment as repatriation local 
medical officers and abide by the conditions of appointment. 
It was not proposed that the appointment of “non-ex- 
member” doctors who had been appointed as local medical 
officers should be disturbed, but this would not include those 
doctors who had been appointed only in an acting capacity. 
As medical officers still in the services resumed private 
practice, they would be entitled to apply for appointment 
as local medical officers. It was int®nded that each 
ex-member of the forces eligible for treatment at depart- 
mental expense should be furnished with the names and 
addresses of the repatriation local medical officers in the 
district in which he resided, and that he should be asked to 


nominate the doctor of his choice. Except in exceptional 
circumstances he would not be permitted to transfer to 
another local medical officer in the same district without 
giving three months’ notice. It was also proposed that the 
local medical officer system should be extended to metro- 
politan and suburban areas. Those members of the forces 
who were already on the books of the repatriation out- 
patient clinics were to be given the option of continuing 
to receive treatment at such clinics or of receiving treatment 
from a local medical officer in the suburb in which he 
resided. The General Secretary said that the Victorian 
Branch had approved of this suggestion, but thought that 
the choice for the ex-service men should be even wider, 
and that all doctors should be included. With this Dr. C. 
Craig agreed. Dr. R. J. Verco said that he thought all 
ex-service men should have an opportunity of appointment 
as repatriation medical officers, and Dr. A. J. Collins agreed. 
Dr. Collins did not think it was wise to throw the appoint- 
ments open to all practitioners. After further discussion it 
was resolved that the Repatriation Commission should be 
asked to meet representatives of the Federal Council for the 
purpose of discussing the free choice of doctor by ex-service 
personnel entitled to medical benefits under the Repatriation 
Act. 

A discussion took place on a proposal that the rates 
payable to local medical officers of the Repatriation Depart- 
ment should be increased, and it was resolved that the 
reply to the Commission should be left in the hands of the 
New South Wales representatives and the General Secre- 
tary. It was also resolved that a protest should be made to 
the Repatriation Commission against the inadequacy of 
the fee of 10s. for the completion of Form MF 9A by local 
medical officers. It was thought that the fee should be one 
guinea. 

Rehabilitation of Medical Officers in the Armed Forces. 

At its previous meeting the Federal Council considered the 
post-graduate training of medical officers in the services, and 
it was resolved that the General Secretary should com- 
municate with the Central Medical Coordination Committee, 
asking for a full statement in regard to the arrangements 
made for the post-graduate training of officers in the services, 
The General Secretary said that a reply had been received 
from the Central Medical Coordination Committee setting out 
in detail the arrangements made for post-graduate training 
of medical officers under the Commonwealth Reconstruc- 
tion Training Scheme. It was also stated that Cabinet had 
agreed that medical officers of the services who enlisted 
within two years of graduation should be granted three 
months’ leave on full pay of their rank immediately before 
discharge, subject to the provision of evidence that an 
approved full-time course of refresher training was being 
undertaken. Leave granted in this way was to be additional 
to any service leave to which the officer was entitled. Salaries 
received from civilian sources during the period of training 
were to be paid to the services. 

The General Secretary reported that the President had 
received a letter from a number of medical teachers who 
were members of the services. They were men who had 
appointments on the staffs of teaching hospitals and had 
been actively engaged in tutorial medicine and surgery prior 
to their enlistment in the services. They thought that some 
special arrangement should be made for the rehabilitation 
of the class of service man whom they represented. In the 
ordinary course of events men of their category would have 
gone abroad on a second or third period of post-graduate 
clinical study at their own expense. Financial stringency at 
the present time, however, made this impossible. Unless it 
was made possible for them to withdraw themselves from 
everyday professional activity for a period of three to six 
months, to be devoted to study overseas, they could not 
maintain a modern standard of clinical teaching. To this 
the President had replied that he appreciated and sympa- 
thized with the aims of those who had signed the letter. He 
was forwarding a copy of the letter to the Director-General 
of Medical Services and to the Director-General of Health, 
who, like himself, were members of the committee which 
had been nominated to deal with grants from the Rockefeller, 
Carnegie and other foundations. 

At this stage Dr. Victor Hurley raised the question of 
the issuing of passports. He thought that if the Federal 
Council could assure the Government that releases from 
the services and the qualifying of new graduates had met 
the medical needs of the civilian population, then surely 
applications for overseas passports should be approved. It 


informed that the Federal Council was of the opinion that 


the supply of medical practitioners to the civil community 
was such that no unreasonable 


was resolved that the Minister for Information should be. 


difficulties should be placed. 
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in the way of medical practitioners, especially ex-service 
medical officers, who wished to proceed overseas for post- 
graduate study. 


The Shortage of Ophthalmic Practitioners. 


At two previous meetings of the Federal Council the 
shortage of ophthalmic practitioners was discussed This 
matter was brought to the notice of the Federal Council by 
the Ophthalmological Society of Australia (British Medical 
Association). At the last meeting of the Federal Council, 
it was resolved that the General Secretary should write 
again to the directors of the medical services, asking for 
release of a number of medical officers who had expressed 
a willingness to undertake training in ophthalmology. The 
General Secretary reported that this had been done, and 
he read a reply from Major-General Burston, Director- 
General of Medical Services of the army. General Burston 
stated that circumstances had changed recently, and 
demobilization of medical officers was proceeding as rapidly 
as possible. In view of the continued committments of the 
Australian Army Medical Corps, serving medical officers 
were still undergoing training in ophthalmology, and some 
ophthalmologists had been released. Others had been recom- 
mended for release and should be available for civilian 
practice in the near future. General Burston’s letter, which 
was dated November 26, 1945, went on to state that 49 
medical officers had been approved for release in October, 
and 145 additional releases had been recommended to that 
date. He expected that many more recommendations for 
release would be made before the end of the year, and he 
hoped that of the officers being released and to be released, 
there might be many who wished to study ophthalmology. 
In view of the War Cabinet recommendation concerning 
demobilization priorities, it was not possible to recommend 
the release of recently appointed officers or of officers with 
low demobilization priorities. 


Professional Rooms for Civilian Medical Practitioners. 


At its last meeting the Federal Council gave attention to 
the difficulty experienced by medical officers from the 
services in acquiring professional rooms on their resumption 
of civilian practice. It was resolved on that occasion that 
an approach should be made to the appropriate authority to 
obtain an amendment of the Landlord and Tenant Regula- 
tions, so that demobilized medical practitioners might obtain 
possession of their professional rooms. It was also resolved 
that an approach should be made to the Federal Govern- 
ment, in order to obtain office accommodation now occupied 
by government departments in other than government 
buildings. A third resolution had to do with an approach to 
the appropriate authority regarding the urgent necessity of 
the construction of additional premises and asking for a 
higher priority for this purpose. The General Secretary 
reported that, in accordance with the decision of the Council 
at its last meeting, he had written to the Branches asking 
them to appeal to members who occupied suites in city 
buildings to share them with ex-service medical officers who 
were unable to obtain professional accommodation. There 
was, however, a practical difficulty in regard to sub- 
letting, and that was that, in accordance with the provisions 
of the Landlord and Tenant (National Security) Regula- 
tions, the subtenant had all the rights of the tenant and 
could not have his subtenancy terminated except on the 
grounds stipulated in the regulations, and, further, that in 
the event of the tenant terminating his tenancy or having 
it terminated, the subtenant became the tenant at the rent 
which he was paying as a subtenant. In view of the 
regulations, quite a few members of the profession were 
reluctant to take in a subtenant because of the difficulty 
in terminating the subtenancy, whilst owners of buildings 
were, for the same reason, unwilling to permit subtenancy. 


The General Secretary went on to say that he had 
approached responsible Commonwealth officers in the matter 
and had pointed out to them that whilst such regulations 
might be necessary in respect of housing, they were not 
so necessary in respect of professional accommodation. As 
a result of his talks with these officers, he had asked the 
Council’s legal advisers to draft an amendment to the 
Landlord and Tenant Regulations by which the controller 
would have power to issue a certificate excluding premises 
used as professional or business rooms, chambers or offices 
from the operation of the regulations, and this amendment 
he proposed to submit to the responsible Minister for his 
consideration. 

With regard to the decision of the Council that an 
approach should be made to the proper authority to obtain 
an amendment of the Landlord and Tenant Regulations so 
that demobilized medical practitioners might obtain repos- 


session of their professional premises, the General Secretary 
reported that he had discussed this matter at length with 
the Commonwealth housing officers. Whilst appreciating 
the difficulties of members of the profession, the officers 
had informed him that, as the Government had amended the 
Landlord and Tenant Regulations so as to make it as 
easy as possible for ex-service personnel to gain repossession 
of premises of which they were the owners, no further 
amendments to the regulations could be considered. 


The General Secretary also reported that he had been in 
communication with officers of the Housing and Post-War 
Reconstruction Departments in regard to obtaining office 
accommodation now occupied by government departments 
in other than government buildings, and had recently been 
advised that a departmental committee had been set up to 
deal with this matter. Shortage:of accommodation was a 
problem affecting not only the medical profession, but also 
the dental, legal and other professions, and its immediate 
solution was not apparent. It would take considerable time 
to erect new buildings, and with the housing problem so 
acute it was extremely unlikely that a high priority would 
be given for buildings used for professional purposes. The 
General Secretary added that he had furnished information 
to the Press in regard to shortage of accommodation, and 
that the Press had given a good deal of publicity to the 
matter. 

Dr. F. L. Davies said that members should know what 
the Council was doing on their behalf, and he thought that 
as full a report as possible should be published in THE 
MEDICAL JOURNAL OF AUSTRALIA. 


The General Secretary said that a letter had been received 
from the Secretary of the Central Medical Coordination Com- 
mittee, asking for particulars of professional buildings 
which were being used as departmental offices. When this 
information was received, the Central Medical Coordination 
Committee would consider the matter further, with a view 
to some action being taken. After discussion it was 
resolved that further representations should be made by 
the Federal Council to the appropriate authorities. 


The Emergency Medical Service. 


At its previous meeting the Federal Council considered 
the return of medical practitioners from active service to 
civilian practice who wished to commence practice in an 
area in which an Emergency Medical Service man had been 
placed. It was resolved on that occasion that the Central 
Medical Coordination Committee should be informed that 
the Federal Council was of the opinion that when a medical 
practitioner desired to commence practice in a district 
which was being cared for by an Emergency Medical Service 
practitioner, the emergency requiring the presence of that 
practitioner should be considered to have ceased, but that 
this should not apply when an Emergency Medical Service 
practitioner was replacing a practitioner absent on service 
with the armed forces. A reply had been received from 
the Central Medical Coordination Committee, stating that 
some of the Emergency Medical Service practices had 
already been closed, and that others could be closed upon 
ar dation from the State committee. Some of these 
practices were uneconomical, and arrangements would have 
to be made for their continuance by State subsidies. In 
regard to the Federal Council’s suggestion that when a 
medical practitioner desired to commence practice in a 
district which was being cared for by an Emergency Medical 
Service practitioner, the emergency requiring the presence 
of that practitioner should be considered to have ceased, 
it was stated that the practitioner should do something 
more than evince a desire to practise. It might be neces- 
sary for him to show a definite intention to practise before 
it could be decided that the need for the Emergency Medical 
Service no longer existed. 


Rates of Pay for Part-Time Duties in the Australian 
Army Medical Corps. 

At its previous meeting the Federal Council had before 
it a letter from the Victorian Branch dealing with the rates 
of pay for part-time duty of medical officers with the 
Australian Army Medical Corps. It was resolved on that 
occasion that an emphatic protest should be made to the 
Director-General of Medical Services of the army against 
the rates of pay for medical officers on part-time duty, as 
these were considered wholly inadequate. A reply had been 
received to the effect that the matter had been considered 
and ar dation made and that the Council would be 
advised when a decision was reached. It was resolved that 
the General Secretary should make a further approach to 


the Director-General of Medical Services. 
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Fees for the Examination of Recruits to the Army. 
At the previous meeting of the Federal Council considera- 
tion was given at the instance of the Victorian Branch to 
the fee for the examination of recruits to the army. It was 
pointed out that the fee of 2s. 6d. had been introduced at 
a time of compulsory training when an extensive medical 
examination was not required. No protest had been made 
during the war, but now that the war was at an end, it was 
thought that the fee should be increased. After discussion 
at the previous meeting it was decided that the matter 
should be deferred until further inquiries were made. The 
matter was again discussed, and the General Secretary said 
that he had obtained the views of the Branches, many of 
which agreed that an increase should be made. In discussion 
it was pointed out that previously an area medical officer 
had been paid something like £85 a year. After further 
discussion it was resolved that the fee for an individual 
examination of a recruit, such as was carried out in the 
consulting room, should be 10s. 6d., but that when a 
number of examinations were carried out at the area 
headquarters, the fee should be two guineas per session 
not exceeding three hours in length. 


Control of Medical Practitioners of Recent Graduation. 

A letter was also received from the Central Medical 
Coordination Committee, pointing out that since last October 
hospitals had ceased to be protected undertakings, and that 
the only control existing over personnel employed in 
hospitals was that authorized under National Security 
(Medical Coordination and Equipment) Regulations, which 
extended only to medical officers. Instances had been 
reported of resident medical officers taking advantage of the 
removal of manpower control to relinquish their hospital 
appointments in order to take positions in private practices, 
and this might be to the disadvantage of service medical 
officers. There was danger, particularly if control under the 
regulations was withdrawn, that the practice might grow, 
because if medical coordination control was removed, the 
only legal restriction remaining would be that which might 
be exercised by hospital authorities under the agreement 
of appointment between the hospital authorities and the 
resident doctors. The Central Medical Coordination Com- 
mittee thought that the matter could best be dealt with on 
the moral plane, and suggested that the Branches of the 
Association and the senior members of the profession might 
urge upon younger practitioners their duty to their col- 
leagues, who had made great personal sacrifices by their 
enlistment. 

The General Secretary said that the matter had been 
referred to the Branches, and that South Australia and 
Western Australia agreed with the letter of the Central 
Medical Coordination Committee. The Victorian Branch did 
not think that any action was called for. The New South 
Wales Branch pointed out that young graduates had to 
earn a living, and thought that some constructive plan 
should be devised for the absorption of young graduates. 
It also suggested that some of them might be suitable for 
work with UNRRA. Dr. A. J. Collins pointed out that 
the position was difficult. Large numbers of men were 
graduating, and there was need for the work of the State 
Medical Coordination Committees. When manpower control 
was removed, an effort should be made to obtain a more 
satisfactory distribution of doctors. Employment of young 
practitioners by UNRRA was now out of the question. 
UNRRA had previously asked for young doctors, but now 
the only need was for specialists, such as gynzcologists, 
bacteriologists and hygienists. When several hundred 
students were graduating every year, it was not reasonable 
to expect them to wait till all service men were repatriated. 
An effort should be made in the spirit of the letter from 
the Central Medical Coordination Committee to prevail upon 
younger graduates by the suaviter in modo method to 
accept assistantships and so on. The reply from the New 
South Wales Branch was not meant to be obstructive, but 
the Branch did appreciate the difficulties of the literal 
interpretation of the Central Medical Coordination Com- 
mittee’s request. Dr. W. F. Simmons said that at the end 
of April probably 130 junior medical officers would be 
released from hospitals in New South Wales. The larger 
hospitals would choose 50% of their senior resident staffs 
from ex-service personnel. As these officers would probably 
be serving for six months, there would then be a fairly large 
turnover for a year. In New South Wales there was a 
special group of the Branch composed of resident medical 
officers, and this group had made a request to the Branch 
for the continuation of some voluntary organization such 
as the State Medical Coordination Committee. This urge 
coming from the resident medical officers was one that 
should not be allowed to pass without action. After further 


discussion it was resolved that a reply to the Central 
Medical Coordination Committee should be left in the hands 
of the General Secretary. 


The Release of Medical Officers from the Services. 

The Federal Council had before it a letter from the Central 
Medical Coordination Committee, pointing out the difficulties 
with which the medical directors of the services were con- 
fronted when they were dealing with the release of medical 
officers. It was stated that sometimes the directors were 
called upon to make fecisions on applications for the 
release of medical officers who were sons of doctors. In 
the applications in these cases it was sometimes represented 
that the fathers were old and that the only suitable doctors 
to carry on the practice of the fathers were the sons serving 
in the forces. These applications naturally elicited a lot of 
sympathy, and in many cases political pressure was applied 
to secure release. The attitude adopted by the medical 
directors of the services was that at times it was necessary 
to be hard on young doctors whose releases were being 
requested in order to be fair to older men who had made 
very real sacrifices in giving long years of service. The 
Central Medical Coordination Committee had confirmed this 
view of the medical directors of the services, and the 
committee wished to draw the attention of the Federal 
Council to the invidious position in which the medical 
directors of the services were placed, and to ask the Federal 
Council to do what was possible with members of the 
Association to relieve the medical directors of what was a 
very real difficulty and an unpleasant duty. 


The Retirement of the Chairman of the Medical 
Equipment Control Committee. 

A letter was received from Sir Alan Newton on the 
occasion of his retirement from the position of Chairman 
of the Medical Equipment Control Committee, expressing 
his appreciation of the cooperation of the profession with 
the work of the committee. The President’s reply was read. 


The Restrictions on High-Frequency Apparatus. 

A letter was received from the South Australian Branch, 
drawing attention to the restrictions on high-frequency 
apparatus and the effect which the regulations had on the 
use of diathermy machines. It was pointed out that as 
matters stood, all patients who were not ambulatory were 
deprived of diathermy. After discussion it was decided that 
possibly the manufacturers of apparatus might be able to 
help in the matter, and it was resolved that the question 
should be taken up with them. 


The Principles of Medical Ethics. 

At the last meeting of the Federal Council a discussion 
took place on the drawing up of a code of medical ethics, 
and it was decided that the Branches should be requested 
to state their opinions on the principles that should be 
included in such a code. The New South Wales delegates 
quoted the opinion of Sir Charles Blackburn, that the 
Federal Council should issue a booklet dealing with the 
subject. The President suggested that a committee might 
be appointed to go into the whole question. It was there- 
fore resolved that the matter should be left in the hands 
of Dr. A. J. Collins and Dr. W. F. Simmons with powers of 
cooption, and that they should report to the next meeting 
of the Federal Council. 

Date and Place of Next Meeting. 

It was resolved that the date and place of the next 

meeting should be left in the hands of the President. 


Votes of Thanks. 


Votes of thanks were passed to the New South Wales 
Branch Council, to Dr. A. J. Collins and to Dr. W. F. 
Simmons for their hospitality, and to the New South Wales 

offices. 


Branch for the use of its 
The thanks of the Council were also extended to the 


President for presiding. 


NOTICE. 


Tue General Secretary of the Federal Council of the British 
Medical Association in Australia has announced that the 
following medical practitioners have been released from 
full-time duty with His Majesty’s Forces and have, or will, 
resume civil practice as from the dates mentioned: 

Dr. R. B. Perkins, 141, Macquarie Street, Sydney 
(March 25, 1946). 

Dr. R. H. von der Borch, 188, North Terrace, Adelaide 
(March 4, 1946). 
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Dr. R. G. de Crespigny, 260, Main North Road, Prospect, 
South Australia (April 1, 1946). 

Dr. E. F. Gartrell, 170, North Terrace, Adelaide. 

Dr. Noel Bonnin, Cross Road, Malvern, South Australia. 

Dr. W. R. C. Morris, Woodville Road, Woodville, South 
Australia. 

Dr. + L. Bennett, Freeling, South Australia (April 17, 

1946). 


Public health. 


THE EARLY DIAGNOSIS AND EARLY TREATMENT 
OF CANCER: A PUBLICITY CAMPAIGN. 


Tue Anti-Cancer Council of Victoria, which was 
incorporated by Act of Parliament of the State of Victoria 
in December, 1936, has sent the following statement with 
a request for publication. 

At a recent meeting of its executive committee the 
executive medical officer was instructed to undertake a 
publicity campaign with the object of educating the public 
on the necessity of reporting for early treatment of cancer. 
This campaign has been launched in Victoria through the 
public Press, both metropolitan and country, and is expected 
to continue during this year. All sections of the Press have 
been most generous with their assistance. 

The main design running through all the articles and 
paragraphs is to reduce the time delay in reporting for 
treatment, to emphasize the great value of early treatment 
in effecting a cure, and to combat the unreasoning fear 
which regards every cancer as a hopeless condition. 

Stress is laid upon the dangers of non-attendance for 
treatment, without, it is hoped, producing cancerophobia or 
detracting from statements as to the curability of cancer in 
its early stages. It is expected that a sane balanced 
propaganda on these lines will produce results approximating 
to those obtained in America which were quoted by Mr. 
Ernest Finch in his presidential address to the Section of 
Surgery of the Royal Society of Medicine on December 5, 
1945. This was entitled “Sense and Sensibility in the Treat- 
ment of the Cancer Patient”. It was claimed that in the 
United States, as a result of the education of the community, 
the average period of delay by the patient in consulting the 
doctor, after noticing the first symptom, had been reduced 
from 6°5 months in 1936 to 3-2 months in 1941-1944. 

It is unavoidable that it may happen that many general 
practitioners in Victoria, in consequence of this propaganda, 
will be consulted somewhat freely regarding conditions which 
will be quickly diagnosed by them as being non-malignant. 
There is no satisfactory method by which patients with 
early malignant disease can be induced to attend for diag- 
nosis, except by including them in a numerically larger 
greup of persons suffering from non-malignant conditions, 
who have responded to warnings regarding cancer and 
sought early medical examination. No method of cancer 
propaganda yet devised can be uniformly successful with all 
lay members of a population, nor can it be satisfactory to 
all members of our profession. The inherent difficulty must 
necessarily lie in the present nature of the cancer problem. 
Some day research into the effect of nuclear energy on 
cancer may completely alter the whole subject. 

The Anti-Cancer Council of Victoria has published a 
booklet for the public of the State entitled “What Every 
Adult Should Know About Cancer”. This is available free 
by post from the office of the Council at the Royal Aus- 
tralasian College of Surgeons, Spring Street, Melbourne. 


Correspondence. 


PLACENTA PRASVIA. 


Sir: I would appreciate a little space to cemment on the 
paper on placenta previa read by Dr. Syred at a recent 
meeting of the New South Wales Branch of the British 
Medical Association. 

First in regard to packing in the treatment of this con- 
dition. Whilst entirely agreeing that as a first-aid measure, 
outside the hospital this treatment is invaluable, I feel that 
in hospital, except in the rare case, packing should play no 
Part in treatment. Dr. Syred mentions the various com- 
Plications which may ensue after a Cesarean operation. 


morbidity and is not without danger to mother and fetus. 
I am of the opinion, and in this I think I would have the 
support of a great many obstetricians, that the treatment 
of central and lateral placenta previa, in the vast majority 
of cases, is preferably Cesarean section. In the marginal 
case the more conservative treatment will hold pride of 


Resuscitation therapy, in the exsanguinated patient, must 
be performed as a preliminary to operation, but providing 
hospital facilities are satisfactory, packing in hospital pre- 
operatively is not likely to be necessary. 

In the latter regard one would suggest that a very 
important addition to Dr. Syred’s prerequisites for examina- 
tion is to have the patient on the operation table with all 
in readiness to proceed with the operation. If this rule is 
not followed, packing may be necessary whilst the theatre 
is prepared, a circumstance which, in my opinion, should 
not be allowed to develop when facilities on the spot can 
prevent it. 

The first case history quoted by Dr. Syred emphasizes 
the advisability of theatre preparation. Had Cesarean 
operation been performed immediately the diagnosis was 
made, the necessity for packing, for resuscitation treat- 
ment, and, it seems likely, for the loss of the infant would 
have been avoided. Choice of treatment will, of course, be 
greatly influenced by the viability of the fetus and the 
presence of fetal heart sounds. 

Yours, etc., 


C. CALLAGHER. 
Mercantile Mutual Buildings, 
George’s Terrace, 


March 1946. 
Post-Scriptum. 


Having written the above, I looked through the most 
recent edition of the American Journal of Obstetrics and 
Gynecology. Any interest which Dr. Syred’s paper and my 
comments thereon may have evoked will be further satisfied 
by an article in this journal and the subsequent discussion on 
this paper by some of America’s leading obstetricians. The 
reference is: W. A. Scott: “Selective Treatment of Ante- 
partum Hemorrhage”, American Journal of Obstetrics and 
Gynecology, Volume LI, January, 1946, page 48.—H.C.C. 


Maval, Wilitary and Ait force. 


DECORATIONS. 


SurRGEON LIEUTENANT-COMMANDER SAMUEL Epwarp LE&ES 
STENING, R.A.N.R., has been awarded the distinguished 
service cross for gallantry and resolution while serving in 
His Majesty’s Australian Ship Perth, lost by enemy action 
in the Far East on March 1, 1942. 


Mominations anB Elections. 


THE undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 

Tiernan, Justin Michael, M.B., B.S., 1944 (Univ. Sydney), 
19, Monmouth Street, Randwick. 

Balkany, Andrew Francis, M.D., 1927 (Budapest), M.B., 
B.S., 1946 (Univ. Sydney), 143, Bellevue Road, 
Bellevue Hill. 

The undermentioned have applied for election as members 
of the South Australian Branch of the British Medical 
Association: 

Gibson, Douglas Barr, M.B., B.S., 1942 (Univ. Adelaide), 
Nottage Terrace, Medindie. 

Winter, Karl Berthold, M.D. (Berlin), M.B., Ma 1942 
(Univ. Adelaide), 6, Park Avenue, Hyde Par 

Motteram, Reginald, M.B., B.S., 1939 (Univ. Adeinsae), 
28, Avenue Street, Millswood. 

Hardy, John Evans Simpson, M.B., B.S., 1945 (Univ. 
Adelaide), 11, Dulwich Avenue, Dulwich. 

The undermentioned have been elected as members of the 
New South Wales Branch of the British Medical Association: 
Bathgate, Donald Douglas, M.B., BS., 1943 (Univ. 

Sydney), 1214, Pacific Highway, Pym ible. 

Bolliger, Walter, M.B., B.S., 1945 (Univ. Sydney), 300, 

Sailor Bay Road, Northbridge. 

Brown, Lyle Arthur, M.B., B.S., 1945 (Univ. Sydney), 


However, packing of the vagina will result in increased 


Base Hospital, Lismore. 


572 THE MEDICAL JOURNAL OF AUSTRALIA. 


Aprit 20, 1946. 


THE FEDERAL MEDICAL WAR RELIEF FUND. 


Tue following contributions to the Federal Medical War 
Relief Fund have been received. 


Victoria. 


E. A. Brown and K. McK. Doig (joint contribution), £50. 

Henry Mortensen, £25. 

Alan J. G. Mackay, £20. 

M. Martin, £15 15s. 

H. M. L. Murray, £15. 

Captain A. C. Bell, £12 12s. 

W. H. Fitchett, Mathew C. Patrick, Robert om 
Charles W. Adey, M. E. Avery, Lucy M. Bryce, W. 
Johnston, £10 10s. 

Leonard B. Cox, John S. Davies, Winifred E. Kennan, 
A. E. Rowden White, W. H. Rennick (first instalment), 
H. M. B. Wettenhall, Archie S. Anderson, R. R. Andrew, 
Una B. Cato, William M. Box, J. S. Buchanan, M. B. 
O'Sullivan, Roy D. Bartram, Frank G. Donovan, Leslie P. 
Wait, M. W. Rosenthal, £10. 

Herbert M. Hewlett, £7 7s. 

W. J. Rawlings, C. B. Berryman, R. O. Mills, £5 5s. 

M. M. O’Brien, H. Paroulakis (first instalment), A. 
Richardson, £5. 

L. J. Middleton, W. F. Ferguson, £3 3s. 

Professor A. Schuller, £3. 

a H. Ogilvy, H. Hoban, R. Knox, Robert J. Fleming, 

C. Lancaster, Hilda E. Kincaid, W. B. Stephens, £1 1s. 

Total: £430 16s. 

Grand total: £6,157 13s. 3d. 


Motice. 


AT a meeting of services medical officers held on March 22, 
1946, it was decided to form a “Services Medical Officers’ 
Association of New South Wales”,’and the subjoined pro- 
visional committee was elected to take such preliminary 
steps to this end as were considered necessary. Arrange- 
ments have now been completed to hold the inaugural 
meeting of the Association at the Stawell Memorial Hall, 
145, Macquarie Street, at 8 p.m. on Wednesday, May 1, 1946. 

All Empire Forces medical officers interested in such a 
movement are invited to attend—Hugh R. G. Poate, F. A. 
Maguire, R. A. Money, A. W. Morrow, C. G. L. Stening, 
Angus Murray, S. E. L. Stening. 


Medical Appointments. 


Dr. H. C. Murphy has been appointed Deputy Director of 
Maternal and Child Welfare, Department of Health and 
Home Affairs, Queensland, in pursuance of the provisions 
of The Public Service Acts, 1922 to 1924, and of The Health 
Acts, 1987 to 1945. 

Dr. P. Braithwaite, Acting Surgeon Superintendent, Royal 
Hobart Hospital, Tasmania, has been appointed certifying 
medical officer for the purposes of making the medical 
examination of nurses under Section 35C of the Workers’ 
(Occupational Diseases) Relief Fund Act, 1939. 

Dr. B. K. McMurray has been appointed Government 
Medical Officer, Richmond, Queensland. 

Dr. R. G. Quinn has been appointed a member of the 
Medical Board of Queensland, in pursuance of the provisions 
of The Medical Acts, 1939 to 1940, of Queensland. 


ip 


Books Received. 


“The Sulphonamides i Ay. »_by J. 
Lawrence, M.D. (Bdinburgh), K. 
Lewis and a Limited. 843” x 54”, pp. 134. Price : hy ‘net. 

“The 1945 Year Book of the 4 Bar, Nose and Throat.” 
The Eye, 4 Louis Bothman, M.D.; The Ear, Nose and Throat, 
by Samue Crowe, M.D., with the collaboration of Elmer W. 

agens, “Ds 1945. Chicago : The Year Book Publishers 
*Melbou W. Ramsay Pty. 

x 49”, 544, with. Price 4s., post paid. 


“The 1948 rear Book of General Medicine”, edited by George - 


F. Dick, .. J. Burns Amberson, M.D., George R. Minot, 
M.D., Spe ROE (Edinburgh and London). William B. 
Castle, M.D., 8.M., M.D. (Hon.; Utrecht t), William D. Stroud, 
M.D., and George’ B. Eusterman, is 
Year Book Publishers Incorporated ; W. Ramsay 
(Surgical Proprietary Limited. 7” x with illustra- 
tions. : 24s., post paid. 


Diary for the Bont. 


AprRIL 24.—Victorian Branch, B.M.A.: Council Meeting. 

a 25.—South Australian Branch, B.M.A.: Scientific 
26.—Queensland Branch, B.M.A.: Council ny 

— 26.—New South Wales Branch, B.M.A.: Branch Meeting. 

A. Gouna Meeting. 


May 2.—South Australian Branch, B.M.A.: Council Meeting. 
May Branch, B.M.A.: Meeting. 
e A.: Organization and 


w South Wales Branch, B. 
Science Commit 

May 10. eensland Branch. BMA. : Council Mee 

May 14.—New South Wales Branch, B.M.A.: Execu and 
Finance Committee 

May 14.—Tasmanian Branch, “BMA: Ordinary M q 

May 15.—Western Australian Branch, B.M.A.: General ‘eeting. 

May 16.—Victorian Branch, B.M.A.: Executive Meeting. 

May 16.—South Australian Branch, B.M.A.: Council Meeting. 

May 21. Branch, B.M.A.: Medical Politics 
‘omm 

May 22. B.M.A. : Meeting. 

May 23.—New South Wales Branch, B.M.A.: Clinical Meeting. 

May 24.—Queensland Branch, B. M.A. : Council Meeting. 


Medical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Societies’ Dispensary ; Leichhardt and 
Petersham United Friendly Societies’ Dispensary; Man- 
chester Unity Medical and Dispensing Institute, Oxford 
Street, Sydney; North Sydney ey Societies’ Dis- 
Pamited ; Limited; People’s Prudential Assurance Company 

imited; Phoenix Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limi ted: 
all Institutes or Medical Dispensaries ; Australian Prudential 
Association, Proprietary, Limit ted : Federated Mutual 
Medical Benefit Society ; — National Provident Club ; 
National Provident Association; Hospital or other appoint: 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225, 
Wickham Terrace, Brisbane, B.17): Brisbane Associat ed 
Friendly Societies’ Medical ‘Institute ; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement 
to the Council before signing. 

South Australian Branch (Honorary Secretary, 178, North 
Terrace, laide): All a appointments in South 
Australia ; all Contract Pract appointments in South 
Australia.’ 

Western Australian Branch (Honorary Secretary, 205, Saint 
George’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in ‘Western Australia. All govern- 
ment eopeiatasents with the exception of those of the 
Departmen Ith. 


of Public Hea 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
MepicaL JouRNAL OF AUSTRALIA alone, unless the contrary be 
stated. 


t 

All communications should be addressed to the Editor, THE 
Mepica, JouRNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2). 


Members and subscribers are requested to notify the Manager, 
THe Mepicat JourNAL oF AusTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of yrnats unless such a notification is received within one 
mont 

SupscripTion Rates—Medical students and others not 
receiving THE MepicaL JouRNAL oF AuvuSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 

Subscriptions can commence at the beginning of any 
quarter an and are renewable on December 31. The rates are £2 
ustralia and £2 5s. abroad per annum payable in advance. 
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